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This research examines the degree to which various 
macro indices of community integration and stability are 
useful in accounting for rate differentials of six general 
classifications of mental disorder among ecological units 
defined as rural townships. The indices of community in­
tegration and stability used can be broadly subsumed within 
four general categories: indices of educational, family,
economic, and housing stability. Seventeen indices were 
constructed which were used to predict the rate of mental 
disorder in general within communities and by specific diag­
nostic type. A complication which arose was the estimation 
of clinical diagnosis per case. Data based upon official 
clinical records for each areal unit produced a clinical 
diagnosis for only 40 percent of the total caseload. To 
estimate a clinical diagnosis for the remainder of the pop­
ulation, a maximum liklihood decision procedure was developed 
which inabled a computerized diagnosis from knowledge of 
symptom pattern. Predictive efficiencies by region varied 
from 70 to 80 percent. Multivariate procedures were used
x
to assess the relative importance of the seventeen indices 
of community integration for predicting mental disorder. 
Contrary to much past research, it was found that for this 
rural population, high rates of neurosis were characteristic 
of economically depressed and stagnant populations whereas 
high rates of non-organic psychosis were typical of popula­
tions undergoing recent and marked economic decline. Further, 
evidence for the so called "drift hypothesis" could not be 
found. It was concluded that much research is still neces­
sary to adequately account for rate differentials across 
ecological units and that there may be marked differences 
between the social generating processes responsible for 
mental disorder for rural and urban areas. It is further 
urged that researchers begin to employ more powerful multi­





The primary goal of this research will be to inves­
tigate the etiological significance for various types of 
mental disorder of several demographic characteristics of 
functional communities which may be potentially stress in­
ducing and disintegrative for a significant portion of 
their populations. The investigation of the genesis of 
mental disorder has been a well researched topic over the 
years and has been approached from a wide range of theo­
retical perspectives. Many research objectives have cen­
tered around the investigation of the genetic-biological 
or socio-psychological factors related to the development 
of a particular disorder within the individual case 
(Dohrenwend and Dohrenwend, 1969; Dunham, 1961). Others 
have researched the etiological significance of the social
environment for the development of mental disorder, inves­
tigating the phenomena on a social systems level rather 
than at the level of the individual case (Dunham, 1961; 
Arthur, 1971). Although both theoretical traditions have 
produced a great quantity of findings, most have been 
plagued by methodological problems and an over emphasis 
upon treated hospital cases and the urban environment. In
this first chapter, it will be my purpose to review the
major methodological and theoretical problems inherent in 
much of the prior research concerning the etiology of
1
2mental disorder and to present the conceptual framework 
used to guide the investigation and analyses to be pre­
sented in later chapters.
Prior Research
Many studies conducted in the 1950's and early 
1960's attempted to enumerate all cases of treated as well 
as untreated mental disorder in a given areal unit, usually 
an urban environment. Notable among such attempts are the 
studies conducted in New Haven, Connecticut (Hollingshead 
and Redlick, 1958), Midtown Manhatten (Srole, et. al., 
1962), Stirling County (Leighton, 1959; 1960; 1963), and 
Austin, Texas (Jaco, 1954). Although these studies were 
guided by a variety of research objectives, ranging from 
a concern for the role of social class in the genesis of 
disorder to the influence of various types of interpersonal 
and community level stress conditions, these studies are 
all characterized by a concern for enumerating untreated 
as well as treated cases of disorder, i.e., estimating an 
overall prevalence rate for the areal unit under investi­
gation. The objective of identifying all cases of disorder 
in a population is, to be sure, a desirable goal, but an 
undertaking which is plagued with several methodological 
problems which lead to serious questions regarding the sub­
stantive significance of their findings.
First, if untreated disorder is of primary concern, 
there is the problem of identifying what is, in fact, a
3case (Mechanic, 1962; Blum, 1962; Dunham, 1961; Gruenberg, 
1963; Hollingshead, 1961). Many of these studies have 
gathered large volumes of clinical information on rather 
large representative samples of a well defined population 
which were later evaluated by some set of clinical criteria. 
However, no determination is generally made as to the diag­
nostic classification of these cases, only some determina­
tion as to the overall severity of the symptomology. (For 
examples of various schemes used, see Srole, et. al., 1962; 
Leighton, 1963.) This presents serious problems in using 
the results of these studies to compare with the preva­
lence of treated disorder, since the labelling of a case 
has been accomplished by very different classification 
criteria. Further, in at least one study (Srole, et. al., 
1962), clinical evaluations were made with knowledge of 
information not relevant to the identification of a case 
and in one instance (the prediction of disorder from social 
class background) the predictor variable was known and to 
some extent considered in the clinicians determination as 
to the severity of the symptomology.
Few studies have documented to what extent diagnos­
ticians and clinicians in general are consistant in evalu­
ating a given symptom pattern as a particular type of dis­
order. If a clinical perspective is used, as is often the 
case in the studies cited above, then an additional unknown 
source of variance exists which could partially explain var­
iations in prevalence rates across studies of this type,
4namely the variance accounted for by inconsistent clinical 
evaluations of cases (Overall and Klett, 1972). If such 
inconsistencies were found to be the case, (and this pro­
blem may be present in using clinical diagnosis of treated 
disorder as well) then it would be difficult to compare 
findings across several studies with any degree of confi­
dence. Certainly this issue is worthy of further investi­
gation before the analysis of rate differentials across 
various studies can prove to be of substantive significance.
A second problem inherent in many studies which have 
investigated the etiology of mental disorder has been their 
frequent concern with prevalence over incidence and the 
difficulty in deriving stable prevalence rates over time 
such that meaningful comparisons can be made with other 
variables thought to be in some way responsible for the 
occurance and perpetuation of the disorder (Hollingshead 
and Redlick, 1958; Blum, 1962; Gibbs, 1962; Manis, et. al., 
1964; Meyers, 1968). In studies investigating untreated 
disorder this is an acute problem because the incidence of 
disorder is probably not recoverable, it being difficult 
to ascertain the precise starting point of disturbed symp­
tomology since much of the data must be collected retro­
spectively. However, this is precisely the problem in 
those studies using prevalence rates and relates to the 
issue of case identification, i.e., it is often difficult 
to determine time ordered sequences across variables of 
interest retrospectively in predicting the onset of disorder.
5This is a well known limitation of ex post facto research 
designs.
In studies deriving rates from treated disorder, 
incidence is more easily derived for it can be arbitrarily 
defined as the addition of a new case per unit time, a new 
case being identified as it comes to the attention of the 
treatment center. Of course, this does not completely 
eliminate the problem discussed above because the actual 
symptomology of any particular case could have been exis- 
tant long before his entrance into treatment for the first 
time. However, often when treated cases are considered 
and prevalence rates calculated instead of incidence, cases 
which have been in treatment for several years are included 
with cases which have been in treatment for only a short 
time (the former often being a significant number if hos­
pitalized cases are used). If the goal of the research is 
to derive social system level indices at a given point in 
time to explain differential rates of various types of dis­
order, then the time ordering of the two data sets may be 
grossly incongruent, i.e., one is explaining past symptom­
ology as a function of current social conditions, a practice 
which seems of somewhat dubious logic. The use of inci­
dence rates, however, can partially overcome some of the 
above problems encountered with the use of prevalence rates 
in as much as incidence rates can more easily be matched 
in time with the predictor variables of interest, especially 
if those variables are at the social system level and are
6largely defined from the United States Census or some other 
official statistical source. Further, even though entrance 
into treatment does not signify initial onset of the dis­
order in any real sense, it is usually closer to the ini­
tial onset of the symptomology than cases included in a 
prevalence rate, many of whom have been in treatment or 
have manifested the disorder for considerably longer periods 
of time.
The above issues bring us to another related problem 
of many etiological studies of mental disorder— the ten­
dency to define treated disorder as synonomous with hospi­
talization (Faris and Dunham, 1939; Gruenberg, 1955; Wing 
and Brown, 1961, Pasamanick, 1959; Mishler and Waxier, 1963, 
Mishler and Scotch, 1965; Myers, 1968). Not only does such 
a population tend to be a gross underestimate of the 
treated incidence of disorder because it eliminates all 
those cases being treated either in private practice or 
other types of treatment facilities such as community 
clinics, etc., but hospital populations tend to have a 
population which is symptomatically more acute than other 
treated populations. Further, with the exception of such 
problems as alcoholism and drug addiction, the hospital 
generally has a relatively low turnover of patients such 
that its population tends to remain somewhat constant over 
time. As such, hospital populations tend to be very se­
lective populations with future populations being highly 
dependent upon the rate with which prior populations can 
be processed through the institution. An alternative to
7using hospitalized populations to derive incidence of treat­
ed disorder may be rates derived from the records of com­
munity mental health centers. The community mental health 
center is designed to treat patients on an out-patient or 
short term in-patient basis such that the patient's daily 
life style is disrupted as little as possible. Being com­
munity based and primarily an out-patient facility, these 
clinics tend to treat a larger portion of the "sick" popu­
lation than most other treatment facilities, especially in 
rural states like New Hampshire where there are few alter­
natives for treatment. These clinics are capable of treat­
ing relatively acute cases. However, the clinic population 
as a whole will tend to more closely parallel the distri­
bution of various disorders in the general population than 
the hospital population in as much as the clinic will accept 
for treatment a wider range of less serious disorders. Be­
cause the community clinic concept is relatively new 
nationally, research using this type of population to de­
rive rates of disorder are relatively scarce in the liter­
ature.
Related to the above issue, is the tendency for 
many studies of mental disorder to investigate only the 
more serious classifications of disorder, with primary 
emphasis on the urban setting (Faris and Dunham, 1939; 
Hollingshead and Redlick, 1958; Jaco, 1954; Gibbs, 1962; 
Linsky, 1966; Mintz and Schwartz, 1964; Pasamanick, 1959; 
Wing and Brown, 1961). The most popular types of disorder
8to be investigated have been psychosis as a general cate­
gory (Hollingshead and Redlick, 1958; Eaton and Weil, 1955; 
Linsky, 1966), schizophrenia as a subclassification of 
psychosis (Hollingshead, 1961; Mintz and Schwartz, 1964; 
Jaco, 1954), and depression or manic depression (Linsky, 
1966; Faris and Dunham, 1939; Mintz and Schwartz, 1964). 
Little attention has been given to other types of disorder 
which are characterized by less severe symptomology but may 
nevertheless be existant to a large degree in the popula­
tion. Examples of such disorders are personality disorder, 
behavior disorder, and transient situational disturbances 
such as marital adjustment problems or school adjustment 
problems. The primary reason for the lack of consideration 
of these disorders is that they are characterized by less 
severe symptomology and as such are unlikely to appear in 
hospitalized populations. Since many previous studies 
have considered treated disorder as synonomous with hospi­
talization, it is unlikely that these milder disorders 
occurred with enough regularity to be included in the re­
search design. However, when the community mental health 
clinic is used as the population from which to derive in­
cidence rates, many more less severe cases are likely to 
be in treatment. To the extent that studies of untreated 
disorders are to be considered credible, it is clear that 
there is a relatively high prevalence of cases with less 
severe symptomology which might well come to the attention 
of a community based out-patient facility and therefore be
9included in the incidence rate derived from the case load 
of these clinics.
Finally, most of the above cited studies have de­
rived their rates for urban areas. This again is probably 
due to a large extent to the use of hospitalized cases to 
derive rates of disorder. Large psychiatric hospital fa­
cilities, especially public facilities, tend to be urban 
based and, therefore, draw a significant proportion of 
their patients from the immediately surrounding urban area. 
Even studies attempting to derive rates of untreated dis­
order have concentrated predominately on urban centers 
(Srole, et. al., 1962; Hollingshead and Redlick, 1958; 
Leighton, 1963; Kaplan, 1971). With the increasing use of 
community mental health clinics it should be possible to 
derive similar rates for rural areas and smaller commun­
ities which may be considered by its residents as functional 
communities. Some studies have derived rates at the county 
level (Linsky, 1966; Jonassen, 1960; Paris and Dunham, 1939) 
and then examined several ecological variables related to 
an integration-disintegration continuum, and the incidence 
of disorder. Such studies, however, are of limited use­
fulness because, with the exception of a few states, the 
county does not provide for its inhabitants an identifiable 
functional unit. As such, factors relating to instability 
and disintegration at the county level may not present po­
tentially stressful conditions for the individual to the 




The research to be discussed below owes much to the 
previous work of urban ecologists and the theoretical orien 
tations of Leighton (1959; 1960; 1963), Jaco (1954; 1959), 
and Chein (1971). Leighton and his associates have advan­
ced a series of propositions which have recently become 
known as the "integration-disintegration" hypothesis 
(Leighton, 1959; Kaplan, 1971; Arthur, 1971). One objec­
tive of the Leighton studies (referred to in the literature 
as the Stirling County studies) was to classify small iden­
tifiable communities on an "integration-disintegration" 
continuum and compare these differentially integrated com­
munities as to their respective rates of mental disorder.
As discussed in the previous section of this chapter, how­
ever, the Stirling County investigations estimated the 
prevalence of untreated disorder in general (rather than 
treated disorder) for each community. Because of this re­
search objective, the sample of communities to be investi­
gated as to their degree of social integration was kept 
small. Following a general screening of all communities 
in Stirling County, four communities were chosen for more 
in depth study based upon the investigators rather subjec­
tive evaluation as to their degrees of integration. Nine 
hypotheses were proposed by Leighton (1960) to account for 
the possible relationships between the level of integra­
tion and mental disorder in general. (Recall that Leighton 
was not concerned with the type of disordered symptomology
11
most existant in a population, but only the severity of the 
symptomology, whatever its diagnostic implications.) Fol­
lowing are the four hypotheses which received the most 
support.(Leighton, 1959; Kaplan, 1971):
1. Sociocultural disintegration fosters psychiatric 
disorder by interfering with a persons orienta­
tion regarding his place in society;
2. Social disorganization fosters psychiatric dis­
order by interfering with the individuals sense 
of membership in a definite human group;
3. Social disintegration fosters psychiatric dis­
order by interfering with the individuals sense 
of membership in a moral order;
4. Social disintegration fosters psychiatric dis­
order by interfering with the achievement of 
socially valued ends by legitimate means.
Although a few general comparisons were made between 
communities as to the degree to which rate differentials 
of disorder were predictable from the level of community 
disintegration, the major focus of the study was at the 
social-psychological level, investigating such interper- 
sonally "disintegrative" factors as disruptive family 
patterns, feeling of belongingness to the community's 
social order, effective group memberships, etc. Little 
information was presented concerning the demographic char­
acteristics of each community, and no systematic procedures 
were followed for empirically formulating a decision as to 
the extent to which communities were integrated or disin­
tegrated. Neither was any systematic procedure followed 
for determining the extent to which the degree of social 
disintegration was related to type of disorder.
12
The importance of Leighton's research rests not in 
his operational procedures but in his identification of 
the role of social system level factors as potential pre­
cipitators of mental disorder. His propositions relating 
social disintegration to mental disorder, although only 
generally stated, provide a broad guideline for further 
investigations of the etiological significance of both 
social psychological and social system level variables in­
dicative of social disintegration. The major extensions 
implied by Leighton's work are defining conceptually what 
is meant by social integration and disintegration and 
finding an appropriate set of empirical indicators of this 
concept.
Durkheim was the first sociologist to be concerned 
with explicating the concept of social integration.
Durkheim observed that with increasing division of labor 
came the breakdown of interaction and communication between 
the various specialized functions and this inhibited the 
development and perpetuation of common norms and beliefs.
As old norms and beliefs broke down, unpredictability and 
uncertainty about the behavior of others increased such 
that the behavior of individuals in one sector of the div­
ision of labor could not be coordinated with the actions 
and behaviors of individuals in other sectors. Given this 
state of discontinuity between highly specialized functions, 
individuals " . . .  worked at cross purposes and the results 
were confusion, inefficient performance of essential social
13
functions, and tendencies to social disintegration. In 
brief, the body of common rules which is the principle 
mechanism for the regulation of the relationships among the 
elements of the social system, had broken down. This con­
dition Durkheim called anomie." (Cohen, 1966:75.)
Since Durkheim's work, many sociologists have ex­
plored the ramifications of his initial formulation, under 
such headings as social isolation, anomie, culture conflict, 
interpersonal integration, status integration, community 
efficiency, and social disorganization to name but a few 
(Merton, 1957; Clinard, 1964; Gibbs and Martin, 1964;
Linsky, 1966; Douglas, 1967). However, if we return to 
Durkheim's initial formulation of the concept of integra­
tion, we find that two main sets of indicators are implied 
for the purposes of explaining the variation in suicide 
rates across social systems:
a) The frequency and closeness of social contact 
among members of the social system. Here, it must be 
noted that when dealing on the social system level, one 
must make the distinction between sub-systemic processes 
which directly effect the individual at the interpersonal 
level, i.e., direct social interaction, and macro-systemic 
processes which do not directly effect the individual, but 
rather, the various subsystems of which he may be a part. 
This distinction will be pursued further when I discuss 
the theoretical orientation of Jaco and Chein, but it is 
important to recognize at this point that the concept of 
integration implies the necessity for working relationships
14
at both of the above levels and that the latter level is 
of primary importance for the ecological investigation of 
mental disorder;
b) The existance of norms which are generally ac­
cepted by members of the social system. This issue may be 
considered at the subsystem or macro-systemic levels of 
analysis as they may have relevance for the concept of in­
tegration. At the ecological level of analysis, the pri­
mary emphasis for study is upon the more generalized norms 
of the social system, i.e., norms and rules which apply to 
the relation of the various subsystems to the larger social 
system, rather than norms which apply to the individual's 
orientation toward a membership within specific subsystems. 
This is not meant to diminish the importance of the rela­
tions of individuals to such subsystems as the family, the 
school, the church, the peer group, etc., in generating 
mental disorder; but, only to emphasize that the integra­
tion of the various subsystems to the larger social system 
of which they are a part indirectly effects the individual 
and may, therefore, have a role to play in generating po­
tential stress conditions for the individual to a suffic­
ient degree as to increase the liklihood of mental disorder.
With the above discussion in mind, I now offer a 
tentative and general working definition of integration 
which will be used to derive empirical indices at the 
social system (or macro-system) level. Integration may be 
defined as the degree to which memherg of * snr.lal system 
belong to and identify with durable and intimate social
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groups and the degree to which various subsystems within 
the larger social system act in concert with one another 
to provide for a minimal disruption of these memberships*1 
In essence, a community (considered here to be a small 
social system) may be considered integrated by the above 
definition if: a) its members belong to and identify with
such intimate and lasting social groups as the family, the 
peer group, etc.; and b) these groups or subsystems are 
themselves related to each other in such a way as to pro­
vide a continued basis of identification for their member­
ships. This definition is sensitive not only to present 
social relations of individuals to subsystem and subsystem 
to subsystem, but to potential for continued stability of
In this study, the community or town will be 
treated as if it were a complete social system, realizing 
of course, that its members are dependent to a greater or 
lesser degree upon the resources of other surrounding 
communities, the state, and the nation. However, the 
community does have several characteristics in common with 
larger social systems. The characteristics of communities 
which are of primary interest in this research are related 
to the conditions of the social environment which allow 
its members to experience minimal conflict with its domin­
ant norms and values and which are consistant with the 
social, moral, and economic ideals of the larger social 
system of which each community is a part, i.e., conditions 
related to family organization, economic welfare, residen­
tial stability, and educational attainment. Like any 
social system, large or small, the community (or town) has 
elements which are unique to its own social structure and 
other elements which it shares in common with the larger 
social system to which it is membered. The notion of in­
tegration used here implies the necessity for coordination 
between norms and values of the larger social system. The 
broad categories of indices used in this research are in­
dicative of conditions operative within communities which 
may put them at variance with the norms and values of the 
larger social system, thereby producing the potential for 
increased stress among their memberships.
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such relations through time (Jaco, 1959; Blau, 1960). Fur­
ther, the above definition stresses the importance of con­
sidering both the individual's direct relation to the group 
and the indirect impact on the individual of inconsistancies 
and incongruities between subsystems and between subsystems 
and the larger social system for the genesis of mental dis­
order .
Several investigations in the area of urban develop­
ment have provided data concerning the procedures by which 
one may assess empirically the level of integration within 
a social system. Much of this research has been generated 
from an interest in identifying natural clusterings of com­
munities within large urban areas using data from the na­
tional census. However, the same theoretical logic may be 
applied to the comparative analysis of smaller ecological 
units (Shevky and Bell, 1955; Jonassen, 1960; Sussman, 1959; 
Tryon and Bailey, 1970). These studies have found salient 
dimensions of community life which are indicative of the 
degree to which communities are socially integrated and 
which may be used to formulate a typology of communities 
along an integration-disintegration continuum.
Shevky and Bell (1955) found three dimensions from 
the analysis of thirty-two variables derived from the 
United States census for the pre-war San Francisco Bay area. 
These dimensions were defined as: a) economic welfare; b)
general family stability; and c) ethnicity. From the 
thirty-two original indices, six proved to be particularly
17
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strong indicators of these dimensions. Further, these 
dimensions proved to be effective discriminators of nat­
urally occurring neighborhoods within the suburban and 
urban area studied. Tryon (1971), using data from the 
same areas derived from the 1950 United States census, 
formed empirical clusters from the same thirty-two vari­
ables using factorial clustering procedures and repro­
duced the original Shevky-Bell dimensions. He also found 
that these dimensions were useful in constructing a typ­
ology of the post war San Francisco Bay area which com­
pared favorably to the Shevky-Bell typology of the same 
area using pre-war census data (Tryon, 1970:213-216).
Jonassen (1960), also using factorial procedures, 
extracted seven dimensions of community structure from 
eighty-two indices derived from the 1950 United States 
census for all counties in Ohio. Jonassen's emphasis 
differed somewhat from that of Shevky and Bell in that 
the areal unit defined in Jonassen's work was the county 
rather than census tracts for a single urban area. The 
seven dimensions identified by Jonassen were: a) urban­
ism which proved to be a general factor with high factor 
loadings on more than half of the indices; b) general wel­
fare which included such indices as child neglect, educa­
tional effort, mental health, crime and delinquency, etc.;
--------5-------These indices were occupation ratio, education 
ratio, fertility ratio, women in the labor force ratio, 
single family detached dwelling units ratio, and total 
rate of minority members in the population.
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c) Influx which was a measure of population increase; d) 
poverty; e) magni-complexity which included such indices 
as governmental complexity, economic base, retail sales, 
etc.; f) educational effort which included such indices 
as expenditures for public education, the general educa­
tional status of the population, etc.; and g) proletarian- 
ism which is a measure of the occupational differential 
of the areal unit. Jonassen's dimensions are less appli­
cable to the analysis of units of smaller size than the 
county since many of the indices comprising those dimen­
sions are derived from data not currently recorded in 
most states at the minor civil division level.
The theoretical rationale for considering the county 
as an identifiable community was discussed above and was 
held open to serious criticism. Only in a few states does 
the county serve as a meaningful functional unit. In most 
rural areas the town, and in urban areas, the neighborhood 
or the "school district" form the unit which is both soc­
ially and emotionally identified with by its residents 
(Angell, 1951). Therefore, studies which have attempted 
to use counties as the unit of analysis (Jonassen, 1960; 
Linslcy, 1966) in determining the impact of community life 
as the precipitator of mental disorder may tend to under­
estimate the effects of ecological conditions upon the 
incidence or prevalence of mental disorder.
Jaco (1959) and Chein (1971) have developed theor­
etical frameworks which are conducive to the use of avail­
able demographic data in exploring the impact of community
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organization as a potential precipitator of mental disorder. 
Jaco, in discussing the etiology of mental disorder, makes 
the distinction between "predisposing" and "precipitating" 
factors in the onset of mental disorder. The former are 
viewed as those factors which present a susceptability, 
tendency, or predilection toward psychological breakdown 
and are viewed primarily as characteristics of the indivi­
dual . The latter are regarded as factors which are environ­
mentally based (i.e., social) and which serve to accelerate
3
or "trigger off" the onset of disorder. In other words, 
precipitating factors are viewed as "stressors" and pre­
disposing factors are viewed as underlying conditions of 
the individual or social environment. If one accepts this 
orientation, two separate but highly related research ef­
forts are implied: a) one which examines both the social
and psychological conditions of the individual which are 
instrumental in defining his potential to become mentally 
ill, i.e., what might be called the individual's "stress 
threshold"; and b) another which examines the overt level 
of stress inducing stimuli in the environment and which 
may be viewed as generalized environmental potential toward
--------5-------
Jaco discusses these factors in the context of both
social and psychological predisposing and precipitating 
factors. In discussing the condition of divorce as an ex­
ample, Jaco states that " . . .  the marriage system may be 
viewed as a social predisposing factor, while the divorce 
or separation can be regarded as the social precipitating 
event. The conjugal marriage system may thus predispose 
to a greater frequency of mental illness in the population 
than another type of marriage system in that it may con­
tain more elements of stress which contribute to a higher 
incidence of broken marriages. . ." (1959:394-395)
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disorder for the population. This orientation treats all 
individuals as potential mental cases. The probability 
associated with any given individual's becoming mentally 
ill is dependent upon the individual's ability to cope with 
stressful stimuli and the probability that the individual 
will encounter stressful stimuli to a sufficient degree in 
the environment.
Jaco's framework is non-developmental in that it 
primarily addresses itself to conditions surrounding the 
individual's entrance into a new social environment and the 
effects which that environment may have upon his future be­
havior, rather than the consideration of the adaptive role 
of the social environment in providing the individual with 
the necessary mechanisms to cope with stressful stimuli.
The theory should also account for the impact of the en­
vironment in predisposing the individual toward disorder 
given the injection of certain types of stressful stimuli. 
In the interest of parsimony, it should be possible to 
identify a set of predisposing psychological conditions 
matched by a set of corresponding environmental stressors. 
Jaco (1959:392-393) attempts to answer this criticism by 
distinguishing between environmental conditions which are 
potential stress inducers and environmental conditions 
which are responsible for training the individual to deal 
with stress. These latter conditions generally exist at 
the interpersonal level and are characterized by intimate 
face-to-face contact. Wynne (1958), in discussing the
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genesis of adolescent schizophrenic symptomology, views 
the onset of this disorder as corresponding to that point 
in the child's development when he is expected to become 
increasingly independent of the family, but instead, the 
family has provided the child with a set of role defini­
tions which are highly dependent upon the family's pecu­
liar role structure. Under these conditions, the child 
is unable to cope with or adapt to new role definitions 
at a time when he is expected by society to do so. As 
such, much of the environment external to the family, in 
which the dild is expected to interact at an increasing 
rate, is stressful because the child has not been ade­
quately prepared to deal with what has become a rapidly 
changing set of role expectations. Further, the family 
is unwilling to allow the child to take new role defini­
tions which are at variance with the family's role struc­
ture. Under these conditions, the child may become in­
creasingly disaffiliated with both role structures and 
unable to conform to either sufficiently. He is caught 
in a type of structural "double bind," with his only way 
out of the problem being to withdraw from both environ­
ments. Such behavior is then interpreted by each environ­
ment as maladaptive and, in the extreme, schizophrenic.
Although the above comments apply to childhood in­
dependence training, they may also be applicable to major 
changes in group affiliation experienced by adults. If 
the child were neither forced nor expected to become
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increasingly independent of the family, then, theoretically, 
the environment would never become stressful unless, of 
course, the family itself dissolved. What is stressful, 
however, is the child's entrance into a new environment 
with which he is not prepared to deal and which, therefore, 
is stress producing. That is, his previous environment 
provided the child with a "low stress threshold" relative 
to the environment he is about to enter. As such, if he 
chooses to remain in this new environment (and often he 
has no alternative but to remain), he may run the risk of 
some form of breakdown unless this new environment pro­
vides an adequate adaptive structure which takes into ac­
count the deficiencies in his previous training. Adults 
can be placed in similar situations. When the environ­
ment fails to provide adequate adaptive structures for the 
changes in role positions often faced by adults, i.e., 
occupational shifts, unemployment, family disruption, 
rapid community growth, or changes in peer group affilia­
tion, the individual may find these role transitions stress­
ful. A few studies have documented the effects of rapid 
population growth on the residents of rural communities in 
terms of the effects of such rapid growth on family struc­
ture, occupational mobility, neighborhood composition, etc. 
Effects are particularly noticable vis-a-vis the lifelong 
indigenous population whose previous training has not 
equipped them well for the changes which are likely with 
the in-migration of an urban population (Vidich and Bensman,
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1958). The reverse has been noted regarding the recent 
rates of unemployment of highly trained and skilled oc­
cupations in urban and suburban areas. These individuals, 
due to closure of certain occupations, have been forced to 
retrain and acquire new occupational skills, a condition 
for which most men under thirty-five have not been ade­
quately prepared. The change in occupational orientation 
has often been accompanied by family disruption, and 
changes in residence and standard of living (McGrath, 1970). 
To date, however, few research attempts have been made to 
document the incidence of mental disorder, specifically 
depressive disorders, among these occupational groups.
Jaco (1959) has referred to the class of environ­
mental conditions discussed above as predisposing because 
they tend to place a large number of traumatic pressures 
on the individual who interacts with high frequency within 
such an environment and relies upon it for maintaining his
4
identity. Such an environment, then, contains a large 
number of potential stress inducers for a significant pro­
portion of the population providing that a significant 
proportion of the population has an emotional stake in re­
maining in the environment. These conditions provide for
  --------
Stress often accompanies environmental changes 
either because the individual has entered a new environ­
ment for which he is ill equipped to cope and cannot 
easily leave that environment or because the environment 
to which he is accustomed is changing too rapidly for him 
to adjust and he cannot easily leave that environment.
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a high potential for high rates of mental disorder (Haas 
and Drabeck, 1970:264-286).
In an investigation of high and low incident areas 
of mental disorder in Austin, Texas, Jaco (1959) outlines 
several variables which are observable on the macro level 
which might be indicative of possible stress inducers in 
a population. These indices are classified into five 
general types: a) social isolation— isolation is often
stress producing for individuals who have either not been 
previously isolated but who are forced into an environment 
where they can no longer interact frequently with others 
or for individuals who have been previously isolated but 
who now find themselves in a position where they must in­
teract frequently with others. This latter condition can 
be most stressful for those who are not accustomed to fre­
quent interacting or socializing with others; b) high spa­
tial mobility; c) occupational mobility; d) economic stab­
ility; and e) family disintegration. Jaco finds all of 
the above indices of community level instability highly 
related to high incident populations of mental disorder 
(Jaco, 1959:405-407).
Chein (1971) using data from the 1960 United States 
census for all tracts in the city of New York, constructed 
the following five sets of indices which he argues are in­
dicative of the degree to which census tracts are organi­
zationally integrated or disintegrated: a) indices of
family disorganization including such factors as divorce
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rate, couples not living at home, etc.; b) socio-economic 
squalor including such indices as proportion of male work 
force earning under $2,000 per year, proportion of low 
skilled occupations, etc.; c) socio-economic contrast de­
signed to measure the relative economic deprivation of 
each tract with those adjacent to it; d) variance in the 
young or juvenile population; and e) ethnic composition. 
Using an integration-disintegration framework similar to 
that of Leighton and his associates (1961), Chein finds 
that factors a, b, c, and e are the most powerful predic­
tors of drug dependence and the rate of juvenile delin­
quency for areas of New York city (Chein, 1971:147-159).
Conclusions
It is clear that the empirical investigation of 
social system level factors related to the incidence of 
mental disorder is subject to several methodological pro­
blems, not all of which will be dealt with in this disser­
tation. It is also clear from the above theoretical dis­
cussion that an understanding of these macro-systemic 
processes as they may be related to the genesis of mental 
disorder is an important area of investigation, one which 
is often second rated to the currently more popular social 
psychological approach. The theoretical orientation pre­
sented above, to the degree that it is correct, suggests 
that one must understand both macro systemic and subsys- 
temic processes as well as the interaction between both 
of these levels of analysis before adequate understanding
of the genesis and development of mental disorder can be 
fully achieved. Due to time and resources, this disser­
tation will attempt to investigate only half of this issue 
but, it is hoped, in such a way as to encourage and facili­
tate further research in this area and, hopefully, using 
the same or similar populations.
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CHAPTER II
METHODOLOGY AND RESEARCH DESIGN 
In this chapter I will review the various procedures 
and their rationale which were followed in this research.
The research design and analysis can be broken down into 
three areas: a) the estimation of the incidence of each
of six types of disorder from a singular knowledge of the 
patient's symptomology; b) the multivariate analysis of the 
incidence of disorder per minor civil division of New Hamp­
shire and seventeen indices of community integration and 
stability. These analyses will focus upon finding the best 
set of predictor indices in predicting mental disorder in 
general and for predicting each type of disorder separately 
and; c) the empirical clustering of New Hampshire towns on 
the basis of indices of community integration and stability. 
This chapter is a necessary prelude to the reporting of the 
findings of this research in the two chapters to follow.
Background
In this section I will present some preliminary back­
ground information concerning general demographic trends of 
New Hampshire and case load statistics of the Division of 
Mental Health for the corresponding census year. This in­
formation is relevant to the analyses to be presented in 
later chapters in that it will provide a general impression of 
the population upon which this research is based.
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Demographic Trends 
The population of New Hampshire as of 1970 was re­
ported by the United States census to be 737,681. There 
were 183,771 complete families with 594,166 members or, 
approximately 81 percent of the population belonging to a 
family. Average family size in 1970 was 3.25 persons with 
an average yearly income of from $8,000 to $10,000. If 
one compares income distributions of counties, from nine 
to sixteen percent of the families across counties earn 
incomes below poverty level for a family of four as estab­
lished by the United States Office of Economic Opportunity. 
Further, if one uses as the poverty standard the United 
States Labor Department's minimum standard budget criteria 
for a family of four, these figures increase from nineteen 
to thirty percent of the population across counties and 
24.1 percent of the total s t a t e . A s  of 1970, 8,000 cases 
or slightly over one percent of the population of the state 
were receiving some form of public assistance with an aver­
age per capita monthly payment of $34. Educational attain­
ment for 1970 was as follows: 24.6 percent had achieved
an eighth grade education or less; 17.8 percent had achieved 
some high school education but had not graduated; 34.4 per­
cent had graduated from high school and; 23.2 percent had 
achieved some college or vocational school. These figures
Poverty level for a family of four by O.E.O. stan­
dards is $4,000 or less per year. The United States Labor 
Department's minimum standard budget per year for a family 
of four is $6,500.
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are not impressive on the side of education when one con­
siders that for the entire state of New Hampshire almost 
half of the adult population, or 42.4 percent, have not 
completed high school.
Finally, the population of the state has increased 
from 1960 to 1970 from 606,921 to 737,681, or an increase 
of 21.5 percent. The largest proportional increase during 
this period came in the southern portion of the state, 
especially in Rockingham County which witnessed a 40 per­
cent increase during this ten year period. The northern 
counties of the state lost population at a rate of approx­
imately five to seven percent over the same period (see 
Figure I). Further, the larger cities (with the exception 
of Nashua located in the southern portion of the state) 
also lost population over this period.
The Division of Mental Health
The Division of Mental Health is an administrative 
organization charged with overseeing and coordinating the 
delivery of mental health services at the New Hampshire 
State Hospital and the fourteen community mental health 
clinics throughout the state. The New Hampshire Hospital 
for fiscal year 1971-72 had 1,979 cases classified as in­
patients. The hospital is a traditionally oriented state 
run psychiatric facility operated under a medical model 
rather than a psychotheraputic model. It has been, to 
date, primarily a custodial institution and in August, 1972 
it lost it's federal accreditation for lack of adequate
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facilities, lack of the provision of comprehensive treat­
ment schedules for its patients and, poor record keeping. 
Currently, the entire mental health system, especially the 
hospital, is undergoing a complete reorganization.
The largest treatment operation under the coordin­
ation of the Division of Mental Health is the community 
mental health system. Under federal guidelines, New Hamp­
shire has been divided into nine catchment areas (or plan­
ning districts) each of which is responsible for the plan­
ning and delivery of future mental health services (see 
Figure II). Even though there are only nine catchments, 
there are fourteen community mental health clinics, since 
catchments which are large enough or populated enough need 
branch offices.** It is planned that all clinics will even­
tually become comprehensive treatment centers, but to date,
only the Dartmouth-Hitchcock clinic (eliminated from this
7
research) can be so classified. For fiscal year 1971-72, 
all mental health clinics combined (excluding Dartmouth- 
Hitchcock) served 10,585 outpatients. Of these, 7,681 
were new admissions for that year and 2,904 were carried
  --------
Catchments one, two, and eight currently have 
branch offices which are organizationally tied to the main 
office in that catchment.
7
A comprehensive treatment center includes the 
following services: a) inpatient (short term) facilities;
b) outpatient services; c) partial hospitalization; d) em­
ergency services and; e) consultation and educative ser­
vices. The clinics now in operation, except Dartmouth- 
Hitchcock, are open for limited hours in the day, closed 
weekends, and provide only outpatient services and some 
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over from the previous year. The caseload carried over 
into fiscal year 1973 was in excess of 5,000 cases. This 
treatment volume is compared to the treatment of only 6,474 
cases in the previous fiscal year.
These clinics currently provide the Division of 
Mental Health admission and termination data on each case 
entering treatment. (Copies of the admission and termin­
ation forms used by these clinics can be found in Appendix 
I.) This information provides the data source for the 
derivation of the incidence of treated disorder in this 
research.
Indices of Integration and Stability
From the theoretical orientation discussed in the 
previous chapter, and from the past research of Jaco (1959), 
Chein (1971), Jonassen (1960), and Shevky and Bell (1955), 
and others, seventeen indices of community integration and 
stability were constructed from the 1970 United States 
census. These indices can be subdivided into four general 
categories: indices of family stability; indices of resi­
dential stability; indices of educational attainment; and 
indices of economic stability. The various rates constructed 
for this research are not to be considered exhaustive or, 
necessarily, the best predictors of the incidence of cer­
tain types of mental disorder. They have been derived, for 
the most part, from prior research and theoretical discus­
sions which are suggestive of the importance of these in­
dices in predicting mental disorder. Other indices such
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as crime rates, income distributions, local contributions 
to education, etc., would have been included in this re­
search had this information been available at the time 
this research was initiated. Much of this data is not 
currently compiled at the minor civil division level by 
any central source and was, therefore, excluded from con­
sideration in this investigation. It might be well noted 
at this point that although the minor civil division has 
several theoretical advantages over other areal units, it 
has the disadvantage of not having much data compiled by 
state and federal sources. To obtain more detailed infor­
mation would often necessitate a visit to each minor civil 
division (except the larger ones) at considerable time and 
expense. This would be an important data base but, this 
type of effort was impractical given the more limited ob­
jectives of this research. It is, however, an important 
consideration for follow-up efforts to this research.
Indices of Family Stability 
There are four indices of family stability which 
were thought to be in some way related to the incidence of 
mental disorder. The first I shall call the family insta­
bility ratio which is defined as the number of broken fam­
ilies (families with only one parent present) with children 
under eighteen. This index is hypothesized to be of some 
relevance in the predicting of mental disorder at the 
social systems level in that a high ratio indicates the
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disruption of a dominant social institution, the nuclear 
family. A second index is highly related to the first but 
is somewhat more specific. I shall refer to this index as 
the marital instability ratio. It is defined as the number 
of divorced or separated individuals per 1,000 married in­
dividuals. Although the first index is important because 
the disruption of the family may have serious consequences 
on the parent's and children's mental health and future 
social relationships, it makes no distinction between fam­
ilies with parents separated for reasons of marital dis­
cord and parents separated for other reasons. From prior 
research, it has been found that broken families due to 
divorce or legal separation have less well adjusted family 
members than families separated for other reasons (Goode, 
1956; Jaco, 1959; Srole, et. al., 1962; Landis and Landis,
1968). However, it has also been pointed out by these same 
studies that broken families tend to be less well adjusted 
than whole families, and that whole families tend to be 
more socially accepted and integrated into community life.
A third index I will call the working mother ratio 
which may be defined as the number of married working 
mothers with children under eighteen per 1,000 non-working 
mothers with children under eighteen. Some researchers 
have hypothesized that the absence of both parents from 
the home during the daytime hours leaves the children free 
from parental guidence and is positively associated with 
group delinquency and behavior disorder (Chein, 1971).
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Further, with both parents working, there is less time spent 
together as a family. This index may serve as a crude in­
dex of the breakdown in family cohesiveness which is being 
witnessed in the post war years with greater wealth and af­
fluence (Kaplan, 1971; Edwards, 1969:270-286).
The fourth index is the fertility ratio defined as 
the number of children under five years per 1,000 women of 
child bearing age (15-44). This index has not been spec­
ifically related to the incidence of mental disorder but 
has been identified by many researchers as an important 
factor for social organization and as a predictor of the 
rate of delinquency and drug use in urban settings (Chein, 
1971; Jonassen, 1960; Bell, 1959). It is included here 
because of its apparent importance for these previous studies.
Indices of Residential Stability
There are four indices of residential stability which 
are designed to measure the degree to which areal units are 
composed of a life long population or a migratory popula­
tion. These indices have direct theoretical import because 
of the discussion during the past decade of what has be­
come known as the "social isolation versus drift hypothesis 
controversy.11 The drift hypothesis states that socio­
economically depressed areas have high rates of mental dis­
order because mentally ill individuals migrate to these 
areas after society has rejected them. These indices, al­
though not to be considered direct indicators of drift or
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social isolation, may be able to shed some light on this 
issue (Dunham, 1961). If the areal unit has a high pro­
portion of its population indigenous to that area and a 
high rate of mental disorder, it would be evidence which 
would challenge the drift hypothesis (Faris and Dunham,
1939; Dunham, 1961; Fried, 1964). Further, previous re­
search has indicated the possible link between migratory 
populations and the rate of disorder among these popula­
tions. It is unclear, however, whether migration into an 
area affects those who are migrating or those who are indi­
genous to that area (Fried, 1964; Wechsler, 1961; Reid, 1961)
Related to these issues and the issue of family stab­
ility is the foreign born population. Rural areas which 
have high rates of foreign born individuals have been pre­
sumed to be more stable and integrated because of the for­
eign born's tendencies toward a high degree of family inte­
gration. However, for urban areas, a high rate of foreign 
born individuals is indicative of low socio-economic condi­
tions and high crime rates (Chein, 1971; Kaplan, 1971; 
Leighton, 1963).
Given these issues, the following four indices of 
residential stability are included in this research: pop­
ulation change defined as the percent population change
Q
per year between 1960 and 1970; foreign born index defined
 §--------
Percent population change per year is found from
the following algorithm: S' -
EXP log P2 - log Pj^ - 1
n J
where: P, = the population at the initial date; P~ * the
population at the later date; r = annual growth rate; n = 
the number of years between P^ and P~ (Barclay, 1958:30-31).
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as the number of foreign born individuals per 1,000 total 
9
population; native born index defined as the number of 
individuals born in New Hampshire per 1,000 total popula­
tion and; housing stability index defined as the number of 
individuals living in the same house since 1965 per 1,000 
total population.
Indices of Educational Attainment
There are three indices of educational attainment 
designed to measure the degree to which the population has 
achieved a grammar school, high school, or college or voca­
tional school education. These indices are supportive of 
the economic indices to be discussed next and the indices 
of residential and family stability and integration. Pre­
vious research has documented, for example, that neurosis 
and depression tend to be more characteristic of educated 
populations whereas psychosis and behavior disorder are 
more prominant in lower educated populations (Clinard,
1964; Dohrenwend and Dohrenwend, 1969; Hollingshead and 
Redlich, 1958; Linsky, 1966; Mintz and Schwartz, 1964; 
Srole, et. al., 1962). These indices are included in this 
research because of their documented relevance to the pre­
diction of differential rates of disorder by diagnostic 
classification. The following are the three indices of 
educational attainment used in this investigation: grammar
------- 5-------
It should be noted that a large percentage of the
foreign born population in New Hampshire are rural dwellers 
of French Canadian origin.
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school index defined as the number of individuals with 
eight years of formal education or less per 1,000 popula­
tion 25 years and over; high school index defined as the 
number of individuals who have graduated from high school 
but who have had no college or vocational training per 
1,000 population 25 years and over and; college education 
index defined as the number of individuals with two or 
more years of college, technical, or vocational training 
per 1,000 population 25 years and over.
Indices of Economic Stability 
There are six indices of economic stability which 
are intended to measure the degree to which individuals 
and families in each areal unit conform to the economic 
and occupational goals and aspirations of American society. 
Many volumes have been written and numerous studies have 
been conducted investigating the impact of economic factors 
and socio-economic status upon a wide variety of social 
behaviors, including mental health. It would be beyond 
the scope of this chapter to review this vast literature. 
Most of the rates and ratios used in this research have 
been identified by previous research and/or theoretical 
discussions as important predictors of differential rates 
of crime and delinquency or mental disorder. The impor­
tance of such factors is not difficult to understand when 
one considers the tremendous impact that occupational and 
economic factors have had upon the individual's daily life 
style in recent years. The 1970 census included more
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information concerning families than in previous census 
years which enabled this research to construct more in­
dices relating to family economic conditions than was pos­
sible for earlier studies. Since the family is the major 
functional unit at the interpersonal level in our society, 
it is desirable to include as many indices as possible re­
flecting family conditions.
Following are the economic rates and ratios construc­
ted for use in this study: unemployment index defined as
the number of males in the labor force aged 16-65 who were 
unemployed in 1970 per 1,000 population aged 16-65 in the 
labor force; occupation ratio defined as the number of un­
skilled workers per 1,000 skilled workers;10 family econ­
omic welfare index defined as the number of families re­
ceiving welfare or public assistance in 1970 per 1,000 
families; family poverty index defined as the number of 
families at or below the poverty level (less than $2,000 
per year) per 1,000 families; community non-support index 
defined as the number of families below poverty level who 
were not receiving public assistance or welfare per 1,000 
families and; child welfare index defined as the number of 
children under 18 years of age living in families below 
poverty level per 1,000 population under 18 years of age.
Unskilled workers include the following census 
categories: operatives except transportation, transporta­
tion equipment operatives, non-farm labor, service occupa­
tions, and farm labor.
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Summary
The four categories of indices described above (in­
dices of family stability, economic welfare, educational 
attainment, and residential stability) are intended to pro­
vide crude measures of characteristics of communities basic 
to its structure such that extreme variances of these con­
ditions to similar conditions within the larger society 
may be viewed as stressful to a significant proportion of 
the population.
The intent of this research has been to examine in 
an exploratory fashion the relevance of these factors for 
predicting differential rates of various types of disorder 
for given areal units. Prediction, however, is not to be 
confused with the provision of a causal explanation. Very 
often in science, it is possible to accurately predict 
certain events without fully understanding the entire net­
work of causal relationships among the variables. The in­
dices investigated in this research might be better class­
ified as intervening factors characteristic of an environ­
ment in which the encumbants have a higher probability of 
encountering routine and frequent stress producing situa­
tions. Certain of these indices, such as many of the in­
dices of economic welfare, place direct pressures upon in­
dividuals within the environment. However, many of the 
indices, as for example the conditions of family instability, 
play a more indirect role in providing an increased poten­
tial for an environment to be stressful to a significant
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proportion of the population. The disruption of stable 
family relationships affects close friends and relatives 
as well as the members of the family itself. Although the 
social stresses resulting from conditions of family dis­
ruption on a frequent scale may not be sufficient to cause 
mental disorder, this condition in conjunction with other 
relevant descriptors of the social environment may be suf­
ficient to allow for a reasonably accurate identification 
of environments which are excessively stress producing and 
which, therefore, present an increased probability that 
that environment may produce a higher rate of mental dis­
order.
Similar arguments might be presented for the other 
indices discussed above. I have previously discussed the 
importance of the indices related to residential stability 
for sheding some light on the so called "drift hypothesis." 
There is, however, another implication of these indices 
which is more directly related to the concept of stress 
discussed in Chapter I. In Chapter I, some implications 
of environmental change for psychological adjustment were 
discussed. It was pointed out that the traumatic nature 
of this change could be a function of the individual mov­
ing from one type of environment to another type with 
which he is ill prepared to cope or, the environment is 
undergoing rapid change and the individual is unable to 
adjust to changing conditions or leave the environment.
It is, of course, no new revelation that one might expect
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higher rates of mental disorder in areas with highly tran­
sient populations (Jaco, 1954; 1959; Dunham, 1961; Dohren­
wend and Dohrenwend, 1969; Wechsler, 1961; Wynne, 1958). 
There is, however, another side of the coin, i.e., what is 
the effect of highly stagnant environmental conditions on 
the mental health of a population? Some have suggested a 
genetic basis for certain types of disorder which may be 
related to the tendency of more stagnant populations to­
ward higher rates of inbreeding (Dohrenwend and Dohrenwend,
1969). Others have observed in populations which were pre­
sumed to be highly cohesive and characterized by little 
population change, that rates of depressive disorder tended 
to be high (Eaton and Weil, 1955). These researchers 
argue that the high rate of disorder observed among the 
Hutterites is due to the high level of expectation toward 
total conformity to social norms, expectations which are 
difficult to meet at all times. The fear of not being able 
to conform to social expectations is stress producing to 
the individual, especially when there are no outlets for 
the expression of these fears.
On first glance, the latter argument concerning 
stagnant populations and mental disorder would seem to be 
somewhat inconsistant with the stress arguments presented 
in Chapter I. This argument, however, becomes more rele­
vant to the discussion of stress when one considers a 
parallel set of conditions which also characterize many 
stagnant populations, i.e., conditions of economic decline.
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Many stagnant population areas were once prosperous and 
growing communities which were unable to make certain econ­
omic transitions to what has become referred to as "mass" 
society (Vidich and Bensman, 1958). Individuals found 
themselves trapped in these areas without the resources 
to leave or unwilling to give up family ties. Succeeding 
generations, often able to view the economic and social ad­
vantages of other more prosperous areas, found themselves 
educationally and culturally ill prepared to leave the 
"home town". To this latter group, the "relative depriva­
tion" of their own economic conditions as compared to other 
surrounding areas, is stressful. To the older generations, 
their present economic conditions compared to what they 
might have had, have become sources of stress.
Economic conditions play an important role as poten­
tial stressors in more stable populations. Many of these 
areas have been recently plagued by high rates of unemploy­
ment. To the family with younger children and many expenses, 
where the wife must now look for work to supplement the 
family income, the threat of unemployment is a continual 
source of stress and worry, even to those who are currently 
employed.
The indices discussed above may be considered as 
general ecological factors related to potential sources 
of stress which may be translated down to the individual. 
Strongest among these factors in terms of their direct in­
fluence upon the individual are conditions related to
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economic factors. The other factors discussed above are 
more indirectly related to stress producing conditions 
which may directly confront the individual. These fac­
tors in combination with each other may present a general 
environmental potential for the encounter of stressful 
conditions by individuals within a population. Should 
such a potential be existant within a population, it should 
be reflected in its mental health.
Mental Disorder Classifications
Six major classifications of mental disorder will 
be investigated which vary in terms of the severity of 
their symptomologies and which are representative of the 
major types of disorder as outlined by the American Psycho­
logical Association's Diagnostic and Statistical Manual 
(1968). As discussed in Chapter I, most previous research 
has examined only the major psychoses and neuroses, but 
there has been little or no investigation of the more fre­
quently occurring and less severe forms of disorder. In 
response to this trend, and because the data are based on 
community mental health clinics whose caseloads tend to 
be composed of the less severe forms of disorder, the 
classifications of personality disorder, behavior disorder, 
and transient situational disturbances have been included 
in this investigation.
The American Psychological Association (1968) lists 
more than 500 different classifications of disorder. Such
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a classification scheme is impressive but it is doubtful 
if there would be much consensus among diagnosticians in 
making such fine diagnostic distinctions (Lowe, 1969). 
Further, the inclusion of such a large number of subclass­
ifications in this research, given my research objectives, 
would be impractical. Therefore, the American Psychologi­
cal Association's classification system was reduced to six 
major classes of disorder which are as follows:
a. Major non-orqanic psychotic disorders: these disorders 
include all classifications of the schizophrenias, includ­
ing both process and reactive forms of schizophrenia. Also 
included are the major affective psychoses such as manic 
depression, paranoia, and severe psychotic depression. This 
classification follows A. P. A.-1968 codes 295-298.
b. Major organic psychotic disorders: these classifica­
tions of disorder include such disorders as senile dementia, 
the various classifications of alcoholic psychosis, various 
infectual psychoses such as encephaletic and syphletic psy­
chosis, and certain psychotic classifications of organic 
brain syndrome. This classification was initially included 
because of its reported incidence in prior research, espec­
ially in urban populations (Faris and Dunham, 1939; Dohren­
wend and Dohrenwend, 1969). For this research, however, 
organic psychosis proved to be only slightly incident (N =» 
28) probably because this research derives its data base 
from an outpatient population. The A. P. A.-1968 classifi­
cation codes for this disorder are 290-294. Classifications
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of mental retardation have not been included in this study. 
This classification of disorder will be included in the 
analysis, but any conclusions involving organic psychosis 
must be taken with caution due to the small number of re­
ported cases in New Hampshire ”(N = 28).
c. Neuroses: the classification of neuroses included the 
various forms of nervous disorder such as moderate to sev­
ere anxiety, hysteria, phobia, obsessive-compulsives, de- 
pressives, hypochondria, etc. Many previous studies have 
separated depressives into a separate category, including 
in that category both neurotic and psychotic depressives. 
This has not been done in this research because of the few 
cases of psychotic depression and because the vast majority 
of neurotics display some form of depressive symptomology. 
The A. P. A.-1968 classification codes are 300.0-300.8.
d. Personality disorder: these disorders are symptomati­
cally similar to some forms of psychoses except they are 
milder and have a better prognosis for recovery (Lowe, 
1969). This classification includes such disorders as 
mild paranoia, mild obsessive-compulsives, some forms of 
anti-social behavior (mostly acute withdrawal), mild hys­
teria, schizoid tendencies, etc. This category appears to 
be composed of both mild forms of psychoses and mild neur­
otic types and is, therefore, a residual diagnostic label 
used when the case does not display a severe enough symp­
tomology to be diagnosed a more severe disorder. It is 
recognized by many diagnosticians that this category of
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disorder is often confused with the psychoses and neuroses 
and is, therefore, a difficult disorder to diagnose. This 
classification includes A. P. A.-1968 codes 301.0-301.89.
e. Behavior disorder; these disorders are most character­
istic of childhood or early adolescence, adult symptoms 
more often being diagnosed as transient situational dis­
turbances or, if more severe, personality disorder. Be­
havior disorder includes marked withdrawal, runaway reac­
tion, over-aggressiveness, delinquency, severe disciplinary 
problems, etc. The symptoms tend often to be of moderate 
severity. Often cases are brought to the attention of the 
mental health clinic by other agencies such as the school, 
the police, the courts, etc. These disorders include A.
P. A.-1968 codes 308.0-308.9.
f. Transient situational disturbances: these are the 
mildest forms of disturbance which may be labelled as a 
psychological disorder and includes moderate adjustment 
problems to specific situational stimuli. These problems 
tend to be of relatively short duration and often have a 
good prognosis. However, they are serious enough to bring 
the individual to the clinic for treatment, often at the 
referral of some other public agency. Further, many cases 
remain in treatment beyond the situational crisis. If the 
individual is readmitted frequently for situational prob­
lems, the case will in all probability be rediagnosed a




This research involves three separate but related 
analyses. Of the 7,681 new admissions to all community 
mental health clinics in New Hampshire for fiscal year 
1971-1972, only 2,476 or 32 percent of the cases had been 
terminated by years end. This meant that only 32 percent 
of the caseload had been clinically d i a g n o s e d . S i n c e  
one of the primary objectives of the research was to esti­
mate an incidence rate of each of the above six types of 
disorder for each minor civil division over 200 population 
(N=221), it was imperative that some procedure be found to 
estimate incidence by minor civil division analystically.
Once this had been accomplished, it was then possible to 
relate the degree of community integration and stability 
to the incidence of each type of disorder. Towns could, 
finally, be clustered along an integration-disintegration 
continuum, profiled based upon these indices, and incidence 
rates could be derived for each cluster.
The Empirical Estimation of Incidence 
As discussed above, each community mental health 
clinic is required by the Division of Mental Health to 
provide admission and termination information for each case 
receiving treatment. These forms contain, among other in­
formation, data concerning the patient's manifest symptomology
 n---For most clinics in New Hampshire, standard clini­
cal procedure is to record a firm clinical diagnosis only 
upon termination of the patient.
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12at the time he entered treatment. In order to estimate 
the incidence of disorder for each minor civil division 
over 200 population, a maximum liklihood procedure was 
used to determine the degree to which the clinical diag­
nosis of the 2,476 cases upon whom this information was
available could be determined from the knowledge of their 
13symptomologies.
Before this could be accomplished, however, it was 
necessary to reduce the original 22 symptoms to somewhat
fewer dimensions. Each symptom was coded as a binary re-
22sponse, presence or absence of symptom i, leaving 2
possible permutations of symptom patterns unless these
symptoms could be in some way combined and condensed to
a smaller number of dimensions. This was accomplished by
14first calculating a matrix of correlation coefficients, 
for all n(n-l)/2 possible combinations of symptoms. The 
resulting 22 x 22 dimensioned matrix was factor analyzed 
for four regions of the state using a principle factor so­
lution with varimax orthogonal rotation for simple structure.1  ^
It was necessary to subdivide the state into four clinical
Detailed descriptions of these symptoms can be 
found in Appendix II.
13 The results of this procedure will be reported 
in Chapter III.
14 Phi, which is directly derivable from product mo­
ment correlation was used. It is the appropriate measure 
of association for binary contigency problems.
15 Phi has been considered a suitable substitute for 
product moment correlation in principle factor and centroid 
solutions. For further details, see Fructer, 1954; Thur- 
stone, 1951.
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regions due to the small number of terminated first admis­
sions in several of the smaller clinics. These clinics 
had to be combined with some of the larger clinics in order 
to increase the reliability of the statistical procedures 
to be used in estimating incidence. Clinics were combined 
on the basis of geographical proximity, demographic simi­
larity of the populations they treated and, similarity in 
treatment orientation. The following four regions with 
their clinic compositions were used for this segment of 
the analysis:
a. Region One is the Dover-Seacoast region including 
Strafford Guidance Center (Dover), Seacoast Regional Coun­
seling Center (Portsmouth) and, Child and Family Services 
of New Hampshire (Exeter).
b. Region Two is the southern and southwestern portion 
of the state including Greater Salem Mental Health Clinic, 
Community Clinic of Nashua and, Monadonock Family and Men­
tal Health Services (Keene).
c. Region Three is the central and lakes region portion 
of the state and includes Child and Family Services of 
New Hampshire (Manchester, Concord and Laconia), Community 
Guidance Center (Manchester), Concord Mental Health Center, 
Lakes Region Mental Health Center (Laconia and Plymouth), 
and Carroll County Mental Health Service (Wolfeboro and 
North Conway).
d. Region Four is the northern and north western portion 
of the state and includes North Country Community Services
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(Berlin), Northern New Hampshire Mental Health System 
(Littleton), White Mountain Community Services (Littleton), 
Child and Family Services of New Hampshire (Lebanon), and 
Sullivan County Mental Health Clinic (Claremont).
The factor analyses of all four regions resulted
in the extraction of nine dimensions, but with different
symptoms loaded on these dimensions across regions. This
necessitated a separate estimation procedure for each of
the four regions. With nine dimensions, the number of
9
possible symptom patters was reduced to 2 or 512. Al­
though this is still a relatively large number, it was 
found that many of these symptom patterns were not clin­
ically probable such that the resulting number of exist­
ing patterns did not exceed 100.
With the reduction of the 22 symptoms to nine dim­
ensions, it was then possible to empirically assign each 
nine dimensional symptom pattern to one of the six diag­
nostic types by applying a maximum liklihood decision rule 
with Bayesian a priori probabilities to the sample of 
patients who had been terminated and, therefore, who had 
been clinically diagnosed. The decision probabilities were 
computed using the following formula (Overall and Klett, 
1972:331-334):
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( l )  p ( i / x , ) =  b i
P(x±/l) + b2 P(xi/2) + . . . bfc P ^ / k )
where:
P(j/x^) = the probability that any individual with 
symptom pattern x^ belongs to diagnostic group j;
bj = the Bayesian a priori probability that a ran­
domly chosen individual will be classified as 
diagnostic category j independent of his symptom 
pattern;
• P(x^/j) = the probability that symptom pattern x^
falls in diagnostic category j.
Once these decision probabilities were derived for each
symptom pattern and for each region, all unterminated and,
hence, undiagnosed cases (N=5205) were given a diagnosis
based upon the above calculated decision rules. Cases
were sorted as to minor civil division and an incidence
rate was derived for each town within each of the six
diagnostic categories.
The Multivariate Analysis of Community Integration 
and Mental Disorder
Once incidence rates by minor civil division had 
been derived, the next step was to find the degree to which 
the seventeen indices of community integration and stabil­
ity were predictors of mental disorder in general and the 
degree to which these indices were useful in predicting 
each type of disorder separately. These questions were 
answered using two multivariate linear models, canonical 
correlation and multiple linear regression respectively.
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Canonical correlation was used to find the degree 
to which the set of seventeen indices of community inte­
gration was related to the six classifications of mental 
disorder and the relative contribution of each index to 
the total variance of each set of indices. This procedure 
provides more information than would a multiple regression 
analysis of the total incidence of mental disorder inde­
pendent of diagnostic type in that canonical correlation 
provides information concerning the degree to which each 
type of disorder contributes total variance of mental dis­
order relative to using the indices of community integra­
tion as predictors. Further, this procedure is sensitive 
to the possibility that there may be more than one way in 
which these two sets of variates can be combined and 
weighted to predict mental disorder from community inte­
gration.
Canonical correlation is a complex factor analysis. 
The problem involves solving for the parameters of a set 
of simultaneous linear equations of the form:
(2) b,x. + b0x0 + . . . b,x = any, + a0y0 + . . . a v^1 1  2 2 n n 1 1  2^2 n n
The problem can be solved using matrix procedures by first 
partitioning the correlation matrix between the set of pre­
dictors and criterion variables as follows:
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where:
R11 and R22 are the intercorrelations between the set 
of predictor variables and the set of criterion var­
iables respectively;
R12 and R21 are equal and are the correlations between 
predictor and criterion variates.
The object of the analysis is to derive a new component for 
each set of variates such that the covariance between com­
ponents is maximized. This can be accomplished by solving 
the following characteristic equation for its eigenvalues 
and eigenvectors:
The above formula solves for the canonical correlations
set of canonical variates (usually the predictor variables). 
Once these weights have been found, they can be used to solve 
for the weights of the set of criterion variables using 
formula (4a):
The vector of the square roots of the eigenvalues are the 
canonical correlations. Since there are as many canonical 
correlations as there are criterion variates, it is desir­
able to test for the null hypothesis that Rc is equal to 
zero. (Rc will from this point be used to symbolize can­
onical correlation.) This can be accomplished by calculat­
ing a chi square statistic using the following formula:
(4)
(eigenvalues) and the set of weights (d^) for the largest
(4a)
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(5) x2 = - {n - .5 (p^ + P2)J L0Ge-A. 
where:
= number of predictor variates;
P2 = number of criterion variates; 
n = N - 1
A = p2
‘ij- (1 with PjP2 degrees of freedom
l=1
Canonical weightings are derived from the eigenvectors 
found from equation (4) for each canonical variate (corre­
lation) . These weights are rescaled such that they will 
define canonical variates with unit variances and such that 
the following equation is satisfied:
(6) dj R22 dj = 1
A more detailed discussion of canonical correlation can be 
found in Cooley and Lohnes (1971:Chapter VI).
The next step in this phase of the analysis was to 
find the degree to which each classification of mental dis­
order could be predicted from the seventeen indices of com­
munity integration. For this task, standard multiple re­
gression procedures were used. I will not provide a detailed 
discussion of the mathematics of these procedures because 
they are commonly used and can be found in several widely 
referenced statistics texts (Walker and Lev, 1953; Blalock, 
1960; Cooley and Lohnes, 1971). However, information was 
provided in this research to enable easier interpretation 
which is not often reported in regression analysis. These 
are the regression factor structure coefficients. These 
coefficients may be interpreted as the degree to which the
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predictor variables are correlated with the regression 
function. These coefficients may be algebraically de­
fined as follows (Cooley and Lohnes, 1971:55):
(7) rz£ = R12(l/R)
P
where:
R12 is the vector of correlations between each pre­
dictor and the criterion variable;
R is the multiple correlation between the criterion 
and the set of predictors.
These coefficients are provided because they aid in inter­
preting the relative importance of each of the indices of 
community integration in predicting each type of disorder 
separately. With the exception of this addition, all other 
information pertinent to this analysis is based upon stan­
dard multiple regression techniques.
The Clustering of Minor Civil Divisions 
Across Measures of Community Integration 
The final analysis to be performed in this investi­
gation is the clustering of all towns into homogenious sub­
groups based upon the seventeen indices of community inte­
gration and stability. Following the derivation of these 
clusters, incidence rates for each type of disorder were 
derived for each cluster and clusters were then compared 
as to their mean profile scores on the indices of integra­
tion and their respective rates of disorder. This analysis 
served as a partial check on previous analyses as well as 
providing useful data for regional planning and the delivery
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of future mental health services. For example, if grammar 
school education were found to be a useful predictor of 
psychoses by previous analyses, then the clustering pro­
cedure should produce a cluster of towns with high grammar 
school education indices and high rates of psychoses.
A second objective of the clustering procedure is 
to provide a basis for grouping towns together on an inte- 
gration-disintegration continuum in order to provide inputs 
for future research. By profiling each cluster, a researcher 
can quickly identify the most unstable towns in the state, 
ascertain the level of integration represented by each 
cluster and, suggest directions for future research. It 
is hoped that this analysis will be suggestive of those 
areas of New Hampshire which might provide a starting 
point for a more concentrated research effort in the future.
The clustering procedure is analytically quite sim­
ple. First, a matrix of distance coefficients was derived. 
Since the indices of integration were measured along sev­
eral different measurement scales, all variables were re­
scaled to a common metric. This was accomplished by extract­
ing seventeen new canonical variates using principle com­
ponent procedures and then deriving the factor scores for 
each index across all towns (Cooley and Lohnes, 1971; Over­
all and Klett, 1972; Tatsuoka, 1971). Following this pro­
cedure, the distance between towns for these rescaled indi­
ces were computed using the following euclidean distance 
function:
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(8) dfj <z.k - zj|c)2
where:
= the raw score for each variate orthogonally 
transformed such that all variates have been re­
scaled to a common metric.
The distance matrix was then clustered using a standard 
clustering algorithm (see Overall and Klett, 1972:189-200 
for details of this procedure). The procedure extracts 
reasonable homogenious clusters if the cluster termination 
criteria is stringent as was the case for this research.
The results of this analysis will be reported in detail at 
the end of Chapter IV.
This chapter has sought to provide the reader with 
a reasonably detailed account of the procedures followed 
and the operational definitions used to form the various 
rates and indices in this research. The next two chapters 
will present the results of these analyses. Chapter III 
will provide results from the prediction of clinical diag­
nosis from reported symptomology, along with the results 
from the analysis preliminary to this task. Chapter IV 
will report the results from the multivariate analysis of 
community integration and the incidence of mental disorder, 
as well as the results from the clustering of minor civil 
divisions. In the final chapter, I will discuss the limi­
tations and the implications of these findings for future 




THE ESTIMATION OF INCIDENCE OF MENTAL DISORDER:
FINDINGS
This chapter will report the findings from the ana­
lytical derivation of incidence of mental disorder using 
maximum liklihood estimation procedures. As discussed in 
Chapter II, the thirteen clinics in the State of New Hamp­
shire were subdivided into four clinical regions for the 
pusposes of this phase of the analysis. The primary 
rationale for this subdivision was that clinics, although 
in general agreement analytically upon the existance of 
nine symptom dimensions based upon the twenty-two item 
symptom list on the admission form, differed as to the 
symptom composition of these various dimensions. Table I 
illustrates the composition for each region of the nine 
symptom dimensions extracted using factor analytic proce­
dures. These symptom assignments, representing the best 
simple structure solution for each of the four clinical re­
gions, were used to determine the composition of each of 
the nine symptom dimensions for the maximum liklihood pro­
cedure. Assignment of any given individual to a particular 
symptom dimension was determined by the presence of that 
individual in at least half of the symptom categories as­
signed to that dimension. Thus, if a particular dimension 
had five symptoms assigned to it, as is the case for dim­
ension two in region one (see Table I), an individual must
Filmed as received 
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TABLE I. NINE SYMPTOM DIMENSIONS BY REGION AND THE SYMPTOM ASSIGNMENT FOR EACH DIMENSION WITHIN EACH REGION*
SYMPTOM DESCRIPTION ■ REGION 1 REGION 2 REGION 3 REGION if
123^56789 123^56789 123^56789 123^56789
1. FEELS UNABLE TO COPE 1 1 if 6 1
2. FEELINGS OF GUILT, ETC. 1 1 6 6
3. SUICIDAL THREATS, ATTEMPTS 5 5 if 7 9
if. OBSESSIONS, COMPULSIONS, ETC. 3 8 5 if
5. HYSTERIA, ETC. k if 5 78
6. PSYCHOPHYSIOLOGICAL REACTION TO STRESS k if if 8
7. HYPERACTIVITY 2 9 7 3
8. EMOTIONAL OVER REACTION if 8 7 2
9. FEELINGS OF SUSPICION 1 9 2 k5
10. BIZZARE ACTION, ETC. 3 9 2 if
11. FAMILY FUNCTIONING 1 2 8 2 6
12. PARENT-CHILD PROBLEM 2 2 7 6
13. MARITAL PROBLEM 9 7 1 9
Ik. INABILITY TO GET ALONG WITH PEOPLE 2 3 7 3
15. NO FRIENDS, POOR SOCIALIZATION 6 3 6 12
16. SCHOOL ACHIEVEMENT 2 2 8 3
17. VOCATIONAL ADJUSTMENT 7 3 if 1
18. SEX 9 7 6 2
19. ALCOHOL 5 6 3 5
20. DRUGS 8 5 9 7
21. PHYSICAL VIOLENCE 3 6 7 5
22. OTHER ANTISOCIAL BEHAVIOR 2 2 9 2
* This represents the best simple structure solution from the principle factor analyses of the symptom data 
from Regions one through four. These results were used to determine the nine symptom dimensions in the 
maximum liklihood decision procedure.
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manifest at least three of these symptoms before that par­
ticular symptom dimension was considered present in that 
individual. Likewise, if a dimension had only two symptoms 
assigned to it, an individual would have to have one of the 
symptoms present in order to be assigned presence of that 
symptom dimension.
These dimensions were determined by factor analyzing 
the matrix of phi coefficients or correlations between all 
possible pairs (n (n-1) /2) of symptoms for each clinical 
region. Although the correlations are not strikingly large 
in these tables, there are coefficients of significant mag­
nitude and some striking differences between regions. See, 
for example, the differences between regions one and three 
and regions two and four, regarding the coexistanee of the 
first two symptoms. For some reason, clinicians in the 
Dover-Seacoast region and central regions more frequently 
assign the lack of ability to cope and feelings of guilt, 
etc., both depressive symptoms, than do clinicians from the 
southern and northern regions of the state. These differ­
ences could be a function of real differences between the 
case loads peculiar to each region or they could be re­
lated to differential diagnostic attitudes and tastes in 
recognizing coexistant symptomology among clinicians in 
these regions. Without a more in depth examination of the 
clinical practices of the clinics in each region, this 
issue must remain unresolved.
TABLE II. MATRIX OF PHI COEFFICIENTS FOR TWENTY TWO SYMPTOMS REPORTED ON THE ADMISSION FORM FOR THE DOVER- 
SEACOAST REGION (REGION 1)
Var # 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22
1 1.00 .if2 .12 .07 .10 .21 -.15 .06 .22 .12 .22 -.06 .19 .13 .01 ■-.09 .13 .02 .06 •-.03 .01 •-.03
2 1.00 .lit .01 .09 .16 -.07 .10 .33 .01 .12 .02 .16 .08 .05 .01 .11 .09 .05 ■-.03 ■-.06 .04
3 1.00 -.02 .lit .03 -.06 .07 .09 .Oit .00 -.08 .05 .01 .Oit •-.11 .08 .Ok • 15 •-.02 .07 ■-.07
1.00 .11 .08 -.02 .02 .16 .10 -.01 -.13 -.03 -.01 -.03 ■-.07 .10 .00 .06 ■-.03 .14 ■-.06
5 1.00 .lit -.oit .16 .05 -.01 -.04 -.02 .01 -.02 .01 ■-.07 .07 -.01 .07 .00 •-.04 •-.07
6 1.00 -.07 • lit .09 .07 -.05 -.07 .08 -.0^ .03 ■-.09 .07 .01 ■-.02 •-.05 •-.02 •-.08
7 1.00 -.02 -.05 -.05 .03 .12 -.10 -.02 -.01 .15 •-.Oit -.05 ■-.Oit ■-.02 •-.02 ■-.02
8 1.00 .12 .02 .00 .02 .07 -.01 .02 ■-.08 .03 -.05 .06 .Oit .02 .02
9 1.00 .28 .18 -.02 .12 .2k .10 .11 .02 -.03 .07 ■-.Oit .00 .20
10 1.00 .06 -.20 .05 -.08 .03 -.07 .01 -.06 -.02 .Ok .10 •-.08
11 1.00 .13 -.07 .20 .01 .18 '-.05 -.07 .01 -.02 .09 .17
12 1.00 -.25 .25 -.08 .21 ■-.12 -.06 -.12 .00 .00 .19
13 1.00 -.13 -.13 -.28 ■-.06 .06 .08 •-.11 ■-.04 ■-.17
lit 1.00 .00 .16 .05 -.05 ■-.03 ■-.01 .09 .24
15 1.00 .15 .05 .00 .00 .00 .00 ■-.02
16 1.00 -.09 -.12 -.11 .01 .-.03 .27
17 1.00 -.01 -.Oit .08 ■-.03 ■-.05
18 1.00 -.02 -.02 -.02 -.05
19 1.00 .02 .11 -.01
20 1.00 .00 .05
21 1.00 .09
22 1.00
N = 1,402 new admissions for fiscal year 1971-1972.
TABLE III. MATRIX OF PHI COEFFICIENTS FOR TWENTY-TWO SYMPTOMS REPORTED ON THE ADMISSION FORM FOR REGION TWO
(NASHUA, MONADONOCK, AND SALEM CLINICS)
Var # 1 2 3 if 5 6 7 8 9 10 11 12 13 lif 15 16 17 18 19 20 21 22
1 1.00 .29 .25 • 07 .02 .lif -.13 .lif .16 .02 .lif -.05 .05 -.02 .01 -.16 .12 .02 .10 -.07 -.03 -.21
2 1.00 .16 .07 .08 .01 -.06 .12 .05 .01 .22 • 09 .06 .03 .07 .00 .10 .08 .02 -.03 -.03 -.11
3 1.00 .03 .06 -.01 -.Oif .09 .07 .07 .Oif -.Oif -.01 .00 .Oif -.07 .07 .09 .10 .02 .01 -.Oif
if 1.00 .09 .07 -.Oif .19 .02 .06 .11 .02 .01 .06 .07 -.02 .03 .03 -.03 -.Oif .03 -.Oif
5 1.00 .29 -.01 .20 .07 .00 .07 .22 -.Oif .Oif .03 .lif .07 .Oif .00 -.03 .02 -.03
6 1.00 -.03 .01 .21 .00 -.01 .01 .05 -.03 -.oif .03 .02 -.06 -.03 -.Oif -.02 -.09
7 1.00 .02 .03 .Oif -.02 .01 -.12 .00 -.01 .10 -.Oif -.Oif .02 -.Oif .03 -.Oif
8 1.00 .lif .07 .19 .15 .06 .05 .Oif .00 .02 .01 .08 -.Oif .07 -.05
9 1.00 .23 .11 .03 .13 .12 .Oif -.02 .13 .02 .09 -.02 .Oif -.05
10 1.00 .07 -.03 -.06 .10 .09 -.Oif .18 .00 .00 .05 .07 .00
11 1.00 .23 -.03 .06 .05 .08 .11 .07 .03 -.06 .00 .03
12 1.00 -.20 .10 • Oif .28 .03 -.Oif -.06 -.Oif .02 .11
13 1.00 -.08 -.07 -.26 -.01 .Oif .03 -.11 -.02 -.19
Ik 1.00 .22 .09 .17 .03 -.01 -.03 .15 .07
15 1.00 .11 .19 .08 -.03 -.01 -.01 -.02
16 1.00 -.01 -.03 -.08 -.01 -.02 .02
17 1.00 .07 .09 .01 .06 -.01
18 1.00 .08 -.01 .00 -.Oif
19 1.00 .03 .12 -.01
20 1.00 .02 .08
21 1.00 .12
22 1.00
N = 2,236 new admissions for fiscal year 1971-1972.
<x>
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TABLE IV. MATRIX OF PHI COEFFICIENTS FOR TWENTY TWO SYMPTOMS REPORTED ON THE ADMISSION FORM FOR REGION THREE 
(CONCORD, MANCHESTER, LAKES REGION, AND CARROLL COUNTY CLINICS)
Var # 1 2 3 k 5 6 7 8 9 10 11 12 13 lb 15 16 17 18 19 20 21 22
1 1.00 .ho .23 .13 .13 .12 -.15 .06 .09 .05 -.03 -.16 .12 .00 .10 •-.17 .08 .02 .05 -.13 ■-.03 -.22
2 1.00 .18 .08 .10 .07 -.08 .08 .07 .Oif -.Oif -.08 .08 .08 .19 •-.20 .10 .18 .03 -.06 •-.02 -.lif
3 1.00 -.01 .01 .0*f -.06 .03 .00 .03 .oif -.oif .17 •-.03 .05 •-.10 .lif.-.01 .00 -.Oif ■-.02 -.08
k 1.00 .16 .00 .00 .07 .15 .05 .01 .02 •-.01 .01 .03 .01 .01 .00 -.03 -.06 .02 -.05
5 1.00 .10 -.03 .06 .18 .00 -.05 -.06 .01 .09 .08 •-.08 .02 .01 -.03 -.03 .00 -.06
6 1.00 -.0^ .03 .01 -.01 -.Oif -.Oif •-.03 .00 .Oif .-.05 .Oif .-.03 -.01 -.01 .02 -.01
7 1.00 .01 -.03 .01 -.02 .09 -.10 .00 ■-.05 .06 -.03 '-.05 -.05 -.06 .Oif .05
8 1.00 .11 -.05 .02 .lif ■-.01 .09 .07 .00 .03 •-.03 -.03 -.06 .11 -.08
9 1.00 .28 -.07 -.06 .06 .08 .13 ■-.09 .05 .02 .00 -.01 .-.02 -.05
10 1.00 -.Oif -.10 .-.07 .03 .13 •-.08 .07 .00 -.02 .05 .00 -.05
11 1.00 .07 .01 '-.Oif .00 .13 .03 .02 -.Oif .01 .01 .02
12 1.00 -.18 .01 ■-.Oif .16 -.06 .-.06 -.08 -.07 .01 -.Oif
13 1.00 -.09 -.10 -.25 -.01 .11 -.02 -.13 '-.01 -.15
lif 1.00 .08 .01 .01 .00 -.03 -.02 .08 -.Oif
15 1.00 .03 .13 .00 -.01 -.07 .00 -.06
16 1.00 -.09 -.09 -.09 -.08 .03 .15
17 1.00 '-.Oif .05 -.01 .02 -.07
18 1.00 .00 .08 -.03 -.08
19 1.00 .Oif .08 .06
20 1.00 .00 .19
21 1.00 .01
22 1.00
N = 2,655 new admissions for fiscal year 1971-1972.
CT»
&
TABLE V. MATRIX OF PHI COEFFICIENTS FOR TWENTY TWO SYMPTOMS REPORTED ON THE ADMISSION FORM FOR REGION FOUR
(WHITE MOUNTAIN, NORTH COUNTRY, CLAREMONT, AND UPPER CONNECTICUT VALLEY CLINICS)
Var # 1 2 3 if 5 6 7 8 9 10 11 12 13 1^ 15 16 17 18 19 20 21 22
1 1.00 .25 .12 .13 .20 .11 .02 .12 •  Oif -.01 .O if -.01 .16 .O if .17 -.13 .25 .O if .06 .02 .00 -.15
2 1.00 .15 .01 .11 .10 -.05 .21 .01 .17 .08 . l i f .06 .01 -.12 .15 .11 .07 • Oif -.01 -.10 -.10
3 1.00 -.01 .12 .06 .00 .07 .11 .07 .08 -.01 .09 .01 .01 -.08 -.01 .11 .09 .03 .01 - . O i f
if 1.00 -.03 .10 .12 .10 .06 .17 .03 .00 -.03 .07 .02 -.03 -.03 .03 .00 -.01 .06 -.05
5 1.00 .21 -.06 .10 .06 -.03 .01 -.03 . l i f -•03 -.03 -.05 .18 .07 .01 .06 -.03 - . O i f
6 1.00 -.05 .12 .0^ .O if .06 .o i f .07 -.09 -.02 -.12 .13 .02 .02 -.02 -.03 -.08
7 1.00 .10 -.01 .05 .02 .09 -.05 .23 .11 .23 -.05 -.06 -.06 - .O i f .09 .07
8 1.00 • 13 .02 .15 .11 .09 .17 .17 -.03 .09 .20 .05 -.02 . l i f -.21
9 1.00 .22 .11 -.01 .03 .05 •O if -.02 . l i f . l i f .16 .05 .10 .06
10 1.00 .O if -.06 -.06 .06 .O if -.06 .00 -.02 .02 .03 -.02 -.03
11 1.00 .07 - . O i f .02 .10 -.03 -.02 .20 .00 .05 -.02 .10
12 1.00 - . l i f .05 .00 ,2 i f -.09 -.01 -.10 .05 .08 .O if
13 1.00 -.07 -.15 -23 .06 .O if .11 -.06 -.01 -.15
Ik 1.00 .06 .13 .05 ' .03 .05 .01 .08 .11
15 1.00 .O if .18 .26 -.01 -.03 .01 .19
16 1.00 -.09 -.08 -.11 .09 .08 .09
17 1.00 -.03 .06 .05 .03 -.06
18 1.00 .06 .05 .O if .19
19 1.00 .06 • l i f .08
20 1.00 .00 .02
21 1.00 .11
22 1.00
N = 1,388 new admissions for fiscal year 1971-1972.
<n
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Another reason for the occurance of correlation co­
efficients of only mid-range magnitude, is due to the large 
number of cases upon which these coefficients are based. 
Further, it can be noted from Table I that several of the 
symptom dimensions have been assigned more than two symp­
toms, i.e., there are multiple dependencies among these 
symptoms. This factor would tend to depress the magnitudes 
of the correlation coefficients between any two of these 
symptoms taken separately when the coefficient being used 
is a product-moment correlation, as is phi (Marascuito, 
1971:401-409).
Tables VI through XIII report the findings of the 
factor analyses of the correlation matrices for each 
clinical region. (Note that the results of this procedure 
have been summarized for convenience in Table I.) Again, 
there are striking differences across regions regarding 
the symptom assignment to each of the analytically con­
trived dimensions. This is especially apparent when con­
sidering the cross assignments between interpersonal, intra­
personal, and social adjustment factors. For example, 
region one has symptoms 1, 2, 9, and 11 assigned to the first 
dimension. Symptoms 1, 2, and 9 are interpersonal symptoms 
and symptom 11, family functioning, is intrapersonal. Now, 
note that in region two, only symptoms 1 and 2 are assigned 
together with symptom 9, a paranoid symptom, and symptom 
11, an intrapersonal problem, assigned to a different dim­
ension. In fact, for this region, symptom 11 (family
TABLE VI. PRINCIPLE FACTORS BEFORE ROTATION OF TWENTY TWO SYMPTOMS FROM THE ADMISSION FORM OF THE DOVER- 
SEACOAST REGION (REGION 1)*
Var # 1 2 3 if 5 6 7 8 9 h2
1 .597 .618
2 .516 .ifOl .586
3 .b82 •5b3
if .if78 .659
5 - .53^ • b93
6 .ifl2 .ififl
7 .bl3 -.if26 A 88
8 .boo .591
9 .ifll .562 .631
10 .503 .619
11 .556 .b7 7
12 -.if27 .ifO? .565
13 A 86 -.if30 .613
lif .608 .if95
15 .600 .69if
16 -.bz? .if96 .572
17 .if50 -,b07 .653
18 .if 81 .623
19 .555 .539
20 -.589 .636
21 .508 .ifll .537
22 • 552 .565
Variance
Explained .106 .096 .061 .059 .056 .051 .052 .Oif8 .Qif5 •57b
* Only factor loadings greater than .bOO are reported.
TABLE VII. PRINCIPLE FACTORS A1TER ORTHOGONAL VARIMAX ROTATION 
FORM OF THE DOVER-SEACOAST REGION (REGION l)*
OF TWENTY TWO SYMPTOMS FROM THE ADMISSION
Var # 1 2 3 ^ 5 6 7 8 9 h2
1 .730 .618
2 -.691 .586
3 .675 • 5if3
if • 7^3 .659
5 .635 .^93
6 .528 .ififl
7 ■ .kb3 .if 92 . if88
8 .678 .591
9 .619 .630
10 .if if 9 .619
11 .if 19 A 7 7
12 .689 .565
13 - A 3b . .^93 .613
lif .611 • ^95
15 .803 .69k
16 .if 13 • 531 .572
17 -771 .653
18 .779 .623





Explained .093 .088 .059 .062 .057 .059 .05^ .050 •053 • 57^
*Only factor loadings greater than .hOO are reported.
TABLE VIII. PRINCIPLE FACTORS BEFORE ROTATION OF TWENTY TWO SYMPTOMS FROM THE ADMISSION FORM OF REGION TWO
(NASHUA, MONADONOCK, AND SALEM CLINICS)*
Var H 1 2 3 if 5 6 7 8 9 h2
1 .454 -.468 .666
2 • 477 -.442 .535
3 .^ 93 .606
4 .609 .650
5 Al8 -.405 .645
6 .561 .692
7 .7bb .719
8 • b99 -,if09 .558









18 .590 .504 .785
19 .bob .609
20 A92 .514
21 -A 83 .617
22 .428 .598
Variance
Explained .098 .08b .068 .060 .057 .053 .0b8 .048 .054 .568
*Only factor loadings greater than . 400 are reported.
TABLE IX. PRINCIPLE FACTORS AFTER ORTHOGONAL VARIMAX ROTATION OF TWENTY TWO SYMPTOMS FROM 
FORM FOR REGION TWO (NASHUA, MONADONOCK, AND SALEM CLINICS)*
THE ADMISSION






















22 -.421 .467 .598
Variance
Explained .074 .073 .067 .063 .057 -055 .050 .057 .072 .568
*Only factor loadings greater than .*100 are reported.
TABLE X. PRINCIPLE FACTORS BEFORE ROTATION OF TWENTY TWO SYMPTOMS FROM THE ADMISSION FORM OF REGION 
(CONCORD, MANCHESTER, LAKES REGION, AND CARROLL COUNTY CLINICS)*
TTTREK
















16 I • -S H .582
17 .458 .462
18 .661 .635
19 -.446 • 595
20 .556 .4o4 .724
21 .441 .496 .563
22 -.420 .407 .466
Variance
Explained .105 .071 .064 .056 .053 .051 .051 .048 .045 .544
*Only factor loadings greater than .400 are reported.
TABLE XI. PRINCIPLE FACTORS AFTER ORTHOGONAL VARIMAX ROTATION OF TWENTY TWO SYMPTOMS FROM THE ADMISSION 
FORM OF REGION THREE (CONCORD, MANCHESTER, LAKES REGION, AND CARROLL COUNTY CLINICS)*
Var # 1 2  3 ^ 5 6 7 8 9 h2
1 .if05 .i)00 .568




6 ,if68 -.ifl2 .566








15 -.5^3 • ^75 .631
16 -.530 .if 81 .582
17 .607 .if 62
18 .681 .635





Explained .063 .062 .052 .066 .061 .069 •057 .05^ .060 .5^
*Only factor loadings greater than .kOO are reported.
TABLE XII. PRINCIPLE FACTORS BEFORE ROTATION OF TWENTY TWO SYMPTOMS FROM THE ADMISSION FORM FOR REGION FOUR
(WHITE MOUNTAIN, NORTH COUNTRY, CLAREMONT, AND UPPER CONNECTICUT VALLEY CLINICS)*
Var # 1 2 3 4 5 6 7 8 9 h2
1 .536 .563
2 • 531 .659
3 .446 .506
4 .465 .530
5 .400 .404 .610
6 .589 .624
7 .461 .439 .572
8 .461 .400 .543








17 .426 .512 .693
18 .400 -.490 .556
19 .409 .509
20 .4l4 .493 .576
21 .431 .536
22 .543 -.450 .579
Variance
Explained .103 .090 .064 .060 .056 .056 .053 .049 .045 .0577
*Only factor loadings greater than .400 are reported.
TABLE XIII. PRINCIPLE FACTORS AFTER ORTHOGONAL VARIMAX ROTATION OF TWENTY TWO SYMPTOMS FROM THE ADMISSION
FORM FOR REGION FOUR (WHITE MOUNTAIN, NORTH COUNTRY, CLAREMONT, AND UPPER CONNECTICUT VALLEY
CLINICS)*
Var # 1 2 3 if 5 6 ' 7 8 9 h2
1 .536 .563
2 -.765 .659
3 .k09 .ifl7 .506
k .561 .530
5 ,kl3 .576 .610
6 .7ko .62if
7 .736 .572
8 .k5k- • 5^3
9 .i(09 .Wf .555
10 .798 .650
11 .if20 -.500 .k8k
12 -.ifl2 -.565 .650
13 .6if6 .571
Ik .629 ,if7l
15 • ^97 .57k .675








Explained .065 .076 .067 .060 .059 .06if .052 .061 .073 .577
*Only factor loadings greater than .kOO are reported.
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functioning) is not at all related to any type of inter­
personal problem. In region three, the pattern becomes 
still more complex. Here, symptom 1 (feels unable to cope) 
is related to intrapersonal and social problems in two dif­
ferent ways (see dimensions four and six for this region) 
while symptom 2, shown to be coexistant with symptom 1 in 
the first two regions, is related to these types of prob­
lems in only one way, poor socialization and sex (symptoms 
15 and 18). In this case, where a particular symptom is 
loaded on more than one dimension, that symptom would be 
assigned to both dimensions when collapsing any given in­
dividual 's initial symptom pattern into the contrived nine 
dimensional symptom pattern to be used in the maximum lik- 
lihood estimation procedure. Region four presents still 
another picture with symptoms 1 and 2 now completely unre­
lated. For this region, symptom 1, feeling unable to cope, 
is related to problems of family functioning (symptoms 11 
and 12), whereas symptom 2 is related to problems of social 
izing and vocational adjustment. The above example of 
regional discrepancies is but one of several such discrep­
ancies which appear on a comparative examination of this 
portion of the analysis across regions. The substantive 
reasons for these discrepancies, however, although an in­
teresting problem in itself, is not the subject of this dis 
sertation. Here, I am concerned primarily with the issue 
that very different symptom combinations occur across 
various regions of the State of New Hampshire and
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that these discrepancies necessitated separate analyses and 
estimation procedures for each region. I will, therefore, 
leave the substantive interpretation of these results to 
those who are more expert in the area of psychotheraputic 
diagnosis and symptom identification.
Tables XIV through XXI report the frequencies of 
occurance of the most prominent symptom patterns across 
each of the six diagnostic categories considered in this 
research and the maximum liklihood decision probabilities 
used to assign each case to one of the six diagnostic 
classifications. The analysis initially included a seventh 
diagnostic "other” category which has not been included in 
these tables. This category included such classifications 
of disorder as mental retardation, mongolism, non-psychotic 
psycho-physiologic disorders, no manifest disorder, etc. 
Individuals with symptom patterns relevant to these prob­
lems were not included in this research or the subsequent 
incidence count.
Tables XIV through XXI reported only the most fre­
quently occuring symptom patterns. This was necessary be­
cause within each region there were between eighty and 
one hundred existant symptom patterns out of a possible 
512. Many of these patterns, however, included only one 
or two cases. The reported patterns include from sixty 
to eighty percent of the total number of cases included 
in each region. To interpret the symptom pattern compo­
sitions, the reader is referred to Table I. It is noted
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TABLE XIV. FREQUENCIES OF THE MOST PROMINENT SYMPTOM PATTERNS WITHIN SIX 
DIAGNOSTIC CLASSIFICATIONS FOR REGION ONE (DOVER AND SEACOAST 
CLINICS)*
SYMPTOM PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAV. TRANS
PATTERN (NON-ORG) (ORGANIC) DISORDER DISORDER DISTU
123^56789 1 2 3 if 5 6
001000000 17 0 0 0 0 0
000000101 0 0 12 3 1 21
110010000 0 0 8 1 0 3
100001100 0 0 0 0 7 1
101010000- 0 0 1 10 5 6
000000001 0 0 0 2 2 27
110000000 0 0 if 1 0 2
000000111 0 0 0 0 0 10
001010100 0 0 0 0 8 5
100100110 0 0 7 0 0 0
000000100 0 0 0 2 0 6
100001010 0 0 2 2 1 if
100000000 0 0 7 3 0 7
110000100 0 0 if 0 3 0
100101100 0 0 0 2 15 0
000001010 0 0 0 0 0 7
010101100 0 0 0 0 0 11
110001100 0 0 1 if 0 0
101000000 if 0 0 0 0 0
100000101 0 0 2 0 0 16
111110000 19 0 0 0 0 0
000001100 0 0 0 0 2 12
100111101 0 0 0 0 37 0
111110001 11 0 0 0 0 0
* Only the most frequently occuring symptom patterns have been included. 
For this region, there were 162 symptom patterns identified out of a 
possible 512. Out of if90 cases with a useable diagnosis, 352 are in­
cluded above.
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TABLE XV. PROBABILITIES OF MOST FREQUENTLY OCCURRING SYMPTOM PATTERNS 














123^56789 1 2 3 4 5 6
001000000 1.00 0.00 0.00 0.00 0.00 0.00
000000101 0.00 0.00 0.32 0.08 0.03 0.57
110010000 0.00 0.00 0.67 0.08 0.00 0.25
100001100 0.00 0.00 0.00 0.00 0.88 0.12
101010000 0.00 0.00 0.06 0,45 . 0.23 0.27
000000001 0.00 0.00 ' 0.00 0.07 0.07 0.86
110000000 0.00 0.00 0.57 0.l4 0.00 0.29
000000111 0.00 0.00 0.00 0.00 0.00 1.00
001010100 0.00 0.00 0.00 0.00 0.62 0.38
100100110 0.00 0.00 1.00 0.00 0.00 . 0.00
000000100 0.00 0.00 0.00 0.25 0.00 0.75
100001010 0.00 0.00 0.22 0.22 0.11 0.33
100000000 0.00 0.00 0.4-1 0.18 0.00 o.4i
110000100 0.00 0.00 0.57 0.00 0.43 0.00
100101100 0.00 0.00 0.00 0.12 0.88 0.00
000001010 0.00 0.00 0.00 0.00 0.00 1.00
010101100 0.00 0.00 0.00 0.00 0.00 1.00
110001100 0.00 0.00 0.20 0.80 0.00 0.00
101000000 1.00 0.00 0.00 0.00 0.00 0.00
100000101 0.00 0.00 0.11 0.00 0.00 0.89
111110000 1.00 0.00 0.00 0.00 0.00 0.00
000001100 0.00 0.00 0.00 0.00 0.14 0.86
100111101 0.00 0.00 0.00 0.00 1.00 0.00
111110001 1.00 0.00 0.00 0.00 0.00 0.00
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TABLE XVI. FREQUENCIES OF THE MOST PROMINENT SYMPTOM PATTERNS WITHIN SIX 
DIAGNOSTIC CLASSIFICATIONS FOR REGION. TWO (NASHUA, M0NAD0N0CK, 
AND SALEM CLINICS)*
symptom PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAV. TRANS.
PATTERN (NON-ORG) (ORGANIC) DISORDER DISORDER DISTUE
123^56789 1 2 3 if 5 6
000000100 1 0 0 2 0 7
000000001 20 0 26 23 if 23
000000100 0 0 0 1 if 10
110000000 0 0 8 2 1 if
000001000 1 0 3 if 0 39
100010000 0 0 19 lif 0 3b
000100001 11 0 b 0 0 0
000100000 3 2 0 1 3 l
100000010 1 0 5 7 0 3
000100010 6 0 0 0 6 2
010000000 0 0 0 1 8 11
000001100 0 0 0 0 7 7
100000100 0 0 0 2 1 2if
100111101 13 0 0 0 0 0
110110001 50 0 0 0 0 0
* Only the most frequently occurring symptom patterns have been included. 
For this region, there were l8l symptom patterns identified out of a pos­
sible 512. Out of 660 cases with a useable diagnosis, k29 are included 
above.
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TABLE XVII. PROBABILITIES OF MOST FREQUENTLY OCCURRING SYMPTOM PATTERNS
WITHIN SIX DIAGNOSTIC CATEGORIES FOR REGION TWO (NASHUA, 














123^56789 1 2 3 if 5 6
OOOOOOIOO 0.10 0.00 0.00 0.20 0.00 0.70
000000001 0.21 ” 0.00 0.27 0.24 0.04 0.2k
010000100 0.00 0.00 0.00 0.07 0.2 7 0.66
110000000 0.00 0.00 0.53 0.13 0.07 0.27
000001000 0.02 0.00 0.06 0.08 0.00 ' 0.84
100010000 0.00 0.00 0.28 0.21 0.00 0.51
000100001 0.73 0.00 0.27 0.00 0.00 0.00
000100000 0.30 0.20 0.00 0.10 0.30 0.10
100000010 0.06 0.00 0.31 O.kk 0.00 0.19
000100010 0.43 0.00 0.00 0.00 0.k3 0.14
010000000 0.00 0.00 0.00 0.05 o.ko 0.55
000001100 0.00 0.00 0.00 0.00 0.50 0.50
100000100 0.00 0.00 0.00 0.07 0.04 0.89
100111101 1.00 0.00 0.00 0.00 0.00 0.00
110110001 1.00 0.00 0.00 0.00 0.00 0.00
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TABLE XVIII. FREQUENCIES OF THE MOST PROMINENT SYMPTOM PATTERNS WITHIN SIX
DIAGNOSTIC CLASSIFICATIONS FOR REGION THREE (CONCORD, MANCHES­
TER, LAKES REGION, AND CARROLL COUNTY CLINICS)* ' '
SYMPTOM PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAV. TRANS.
PATTERN (NON-ORG) (ORGANIC) DISORDER DISORDER DISTURB,
123^56789 1 2 3 if 5 6
101101000 2 0 11 1 3 0
100000001 0 0 0 0 1 12
000101000 7 0 63 13 0 16
000111000 2 0 10 3 2 1
010101000 11 0 0 0 0 0
000110010 0 1 5 13 0 3
010100000 13 0 5 0 0 0
000010010 0 0 0 0 3 29
010000001 18 1 1 2 0 5
100001000 0 0 18 8 0 0
100011010 0 0 29 if 0 5
000010101 0 0 0 0 if 21
010101000 2k 2 30 9 0 8
001010100 0 0 0 0 0 16
111011000 8 0 2 0 0 if
001100000 0 0 5 1 if 6
100001100 0 0 1^ 2 0 3
010100100 12 7 0 0 0 0
100010010 1 0 1 2 0 68
* Only the most frequently occurring symptom patterns have been included. 
For this region, there were 186 symptom patterns identified out of a pos­
sible 512. Out of 903 cases with a useable diagnosis, 572 are included 
above.
84
TABLE XIX. PROBABILITIES OF MOST FREQUENTLY OCCURRING SYMPTOM PATTERNS
WITHIN SIX DIAGNOSTIC CATEGORIES FOR REGION THREE (CONCORD,













123^56789 1 .2 3 if .5 6
101101000 0.12 0.00 0.63 0.06 0.17 0.00
100000001 0.00 0.00 0.00 0.00 0.08 0.92
000101000 0.07 0.00 0.6k 0.13 0.00 0.16
000111000 0.11 0.00 0.56 0.17 0.11 0.05
010101000 1.00 0.00 0.00 0.00 0.00 0.00
000110010 0.00 0.05 0.23 0.59 0.00 0.13
010100000 0.72 0.00 0.28 0.00 0.00 0.00
000010010 0.00 0.00 0.00 0.00 0.09 0.91
010000001 0.67 0.0k 0.0k 0.07 0.00 0.18
100001000 0.00 0.00 0.69 0.31 0.00 0.00
100011010 0.00 0.00 0.76 0.11 0.00 0.13
000010101 0.00 0.00 0.00 0.00 0.16 o.8*f
010101000 0.33 0.03 O.kl 0.12 0.00 0.11
001010100 0.00 0.00 0.00 0.00 0.00 1.00
111011000 0.37 0.00 0.1k 0.00 0.00 0.29
001100000 0.00 0.00 0.31 0.06 0.25 0.38
100001100 0.00 0.00 0 .7k 0.11 0.00 0.15
010100100 0.63 0.37 0.00 0.00 0.00 0.00
100010010 0.01 0.00 0.01 0.03 0.00 0.95
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TABLE XX. FREQUENCIES OF THE MOST PROMINENT SYMPTOM PATTERNS WITHIN SIX
DIAGNOSTIC CLASSIFICATIONS FOR REGION FOUR (WHITE MOUNTAIN,
NORTH COUNTRY, CLAREMONT, AND UPPER CONNECTICUT VALLEY CLINICS)*
SYMPTOM PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAV. TRANS.
PATTERN (NON-ORG) (ORGANIC) DISORDER DISORDER DISTUR
123^56789 1 2 3 k 3 6
100010001 3 1 22 5 0 3
111000000 0 0 2 1 0 12
100101000 5 0 5 1 0 k
110001000 0 0 5 2 0 1
010000100 0 0 0 1 2 7
000000100 0 0 0 0 3 6
000010000 0 0 2 17 2 7
011010000 k 3 1 1 0 11
100111100 20 0 1 0 0 0
010010000 2 0 0 0 0 7
010000000 2 0 5 0 0 1
000100000 15 1 1 0 0 1
110010100 0 0 10 1 0 0
* Only the most frequently occurring symptom patterns have been included. 
For this region, there were 212 symptom patterns identified out of a pos­
sible 512. Out of ^19 cases with a useable diagnosis, 206 are included 
above.
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TABLE XXI. PROBABILITIES OF THE MOST FREQUENTLY OCCURRING SYMPTOM PATTERNS 
WITHIN SIX DIAGNOSTIC CATEGORIES FOR REGION FOUR (WHITE MOUNTAIN 
NORTH COUNTRY, CLAREMONT, AND UPPER CONNECTICUT VALLEY CLINICS)
SYMPTOM PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAV. TRANS.
PATTERN (NON-ORG) (ORGANIC) DISORDER DISORDER DISTURB,
123456789 1 2 3 k 5 6
100010001 0.09 0.03 O.65 0.15 0.00 0.08
111000000 0.00 0.00 0.13 0.07 0.00 0.80
100101000 0.33 0.00 0.33 0.07 0.00 0.27
110001000 0.00 0.00 O.63 0.25 0,00 0.12
010000100 0.00 0.00 0.00 0.10 0.20 0,70
000000100 0.00 0.00 0.00 0.00 0.33 0.67
000010000 0.00 0.00 0.07 0.61 0.07 0.25
011010000 0.20 0.15 0.05 0.05 0.00 0.55
100111100 0.95 0.00 0.05 0.00 0.00 0.00
010010000 0.22 0.00 0.00 0.00 0.00 0.78
010000000 0.25 0.00 0.63 0.00 0.00 0.12
000100000 0.83 0.06 0.06 0.00 0.00 0.05
110010100 0.00 0.00 0.91 0.09 0.00 0.00
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upon examination of these tables that even the most fre­
quently occuring symptom patterns included fewer cases than 
is generally desired for the use of this procedure. This 
is due primarily to the small number of useable cases with­
in each region, useable in the sense that the case must have 
had both symptomology and clinical diagnosis reported in 
order to be included in this phase of the analysis. The 
total number of cases in each region that met this criteria 
ranged from 419 in region four to 903 in region three. If, 
however, the clinic population for the entire state were 
analytically diagnosed using a single decision rule, the 
predictive efficiency would drop to an unacceptable .36.
This reveals the importance of regional variations in 
symptom pattern composition, whatever the reasons, for 
predicting clinical diagnosis from symptom patterns. In 
spite of this, the reader must be cautioned that the re­
sults of the maximum liklihood procedure should be re­
checked when the various clinic populations become termi­
nated and the clinical diagnoses of the cases included in
16this research become known. This would increase the 
number of useable cases for this analysis by approximately 
five to six thousand.
Tables XXII through XXV report the predictive effic­
iencies for predicting clinical diagnosis from symptom
This data should be available during fiscal year
1973-1974.
TABLE XXII. CROSS CLASSIFICATION MATRIX OF PREDICTIVE EFFICIENCY IN PREDICTING CLINICAL DIAGNOSIS FROM
SYMPTOM PATTERN USING MAXIMUM LIKLIHOOD DECISION RULE FOR REGION 1 (DOVER AND SEACOAST CLINICS)
MAXIMUM LIKLIHOOD DIAGNOSIS
PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAV. TRANS.
CLINICAL (NON-ORG) (ORGANIC) DISORDER DISORDER DISTURB.
DIAGNOSIS 1 2 3 k 5 6
PSYCHOSIS 1 62 0 0 1 0 1 6k
(NON-ORG) . (-98)
PSYCHOSIS 2 0 0 0 0 0 0 0
(ORGANIC) (-)
NEUROSIS 3 0 0 k6 3 0 23 72
(.6*0
PERS. k 0 0 2 30 3 13 kS
DISORDER (.63)
BEHAV. 5 0 0 3 6 79 7 95
DISORDER (.83)
TRANS. 6 0 0 8 9 9 186 212
DISTURB. (.88)
Predictive Efficiency = .822
N = ^90
00co
TABLE XXIII. CROSS CLASSIFICATION MATRIX OF PREDICTIVE EFFICIENCY IN PREDICTING CLINICAL DIAGNOSIS FROM
SYMPTOM PATTERN USING A MAXIMUM LIKLIHOOD DECISION RULE FOR REGION 2 (NASHUA, MONADONOCK,
AND SALEM CLINICS)
MAXIMUM LIKLIHOOD DIAGNOSIS
PSYCHOSIS PSYCHOSIS NEUROSIS PERS• BEHAV. TRANS.
CLINICAL (NON-ORG) (ORGANIC) DISORDER DISORDER DISTURB.
DIAGNOSIS 1 2 3 if 5 6
PSYCHOSIS 1 109 0 20 2 9 6 lif6
(NON-ORG) (.75)
PSYCHOSIS 2 0 0 0 0 2 0 2
(ORGANIC) (-)
NEUROSIS 3 5 0 56 10 0 25 96
(.58)
PERS. if 3 0 26 38 6 25 98
DISORDER (.ifO)
BEHAV. 5 2 0 6 2 ifl 25 76
DISORDER (.5^)
TRANS. 6 1 0 30 lif 11 186 2if2
DISTURB. (.77)
Predictive Efficiency = .652
N = 660
TABLE XXIV. CROSS CLASSIFICATION MATRIX OF PREDICTIVE EFFICIENCY IN PREDICTING CLINICAL DIAGNOSIS FROM
SYMPTOM PATTERN USING A MAXIMUM LIKLIHOOD DECISION RULE FOR REGION 3 (CONCORD, MANCHESTER,
LAKES REGION, AND CARROLL COUNTY CLINICS)
MAXIMUM LIKLIHOOD DIAGNOSIS
PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAV. TRANS.
CLINICAL (NON-ORG) (ORGANIC) DISORDER DISORDER DISTURB.
DIAGNOSIS 1 2 3 b 5 6
PSYCHOSIS 1 112 0 bl b 2 12 171
(NON-ORG) (.66)
PSYCHOSIS 2 8 0 2 3 0 0 13
(ORGANIC) (-)
NEUROSIS 3 11 0 21b 10 0 15 250
(.86)
PERS. b 8 0 bl 68 2 15 13b
DISORDER (.51)
BEHAV. 5 1 0 6 3 21 21 52
DISORDER (.b o)
TRANS. 6 10 0 bz 8 4 219 283
DISTURB. (.77)
Predictive Efficiency = .702
N = 903
VOo
TABLE XXV. CROSS CLASSIFICATION MATRIX OF PREDICTIVE EFFICIENCY IN PREDICTING CLINICAL DIAGNOSIS FROM
SYMPTOM PATTERN USING A MAXIMUM LIKLIHOOD DECISION RULE FOR REGION FOUR (WHITE MOUNTAIN, NORTH
COUNTRY, CLAREMONT, AND UPPER CONNECTICUT VALLEY CLINICS)
MAXIMUM LIKLIHOOD DIAGNOSIS
PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAV. TRANS.
CLINICAL (NON-ORG) ' (ORGANIC) DISORDER DISORDER DISTURB.
DIAGNOSIS 1 2 3 b 5 6
PSYCHOSIS 1 56 0 11 1 1 6 75
(NON-ORG) (.75)
PSYCHOSIS 2 2 8 0 0 0 3 13
(ORGANIC) (.62)
NEUROSIS 3 6 0 73 8 b 12 103
(.71)
PERS. b 1 0 5 59 l 10 76
DISORDER (.76)
BEHAV. 5 0 0 0 2 31 6 39
DISORDER (.80)
TRANS. 6 3 0 11 8 2 89 113
DISTURB. (.79)
Predictive Efficiency = .75^
N = kl9 !\
I vo
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patterns across the four clinical regions. These tables 
cross-tabulate the frequencies of diagnoses made using the 
maximum liklihood decision rules reported above for each 
region, as compared to the actual clinical diagnosis. The 
diagonal entries of these tables are the frequencies with 
which both diagnoses are in agreement. Below each table is 
reported the index of predictive efficiency which is found 
by summing the diagonal entries of each table and dividing 
by the sum of all entries in the table. This figure is the 
total proportion of occurances that the maximum liklihood 
diagnoses and the actual clinical diagnoses are in agree­
ment independent of the diagnostic classification. In 
parentheses along the main diagonal of these tables are 
the predictive efficiencies of each type of disorder. The 
total predictive efficiencies across all four regions 
ranges from a low in the southern region of .652 to a high 
in the Dover-Seacoast region of .822. When the predictive 
efficiencies of the individual types of disorder are ex­
amined, psychosis proves to be of consistantly high 
efficiency across all four regions and personality disorder 
consistantly obtains the lowest level of predictive effi­
ciency. Organic psychosis is so infrequent across all 
clinics that it is insignificant in this research. Neuroses 
and behavior disorder show considerable variance in pre­
dictive efficiency across the four regions. The reasons 
for this variation should be further explored in future 
research. When the results are combined in Table XXVI for
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all regions in the state, the total predictive efficiency 
is a very respectable .720.
Discussion
From the above findings, it was possible to assign 
each clinically undiagnosed case to one of the six diag­
nostic categories based upon the individual's contrived 
nine dimensional symptom pattern. Once this had been ac­
complished, it was possible to derive an incidence rate 
per 1000 population of each disorder for each minor civil 
division included in the study design. A few cautions in 
interpreting these findings should be made at this time.
First, as mentioned above, because of the small cell 
frequencies in tables XIV through XXI, the apparent success 
of the maximum liklihood procedure should be taken with 
some reservation. It is possible that when all cases for 
fiscal year 1971-1972 have been terminated and clinically 
diagnosed, and those results compared to the results ob­
tained in this research, a very different and less satis­
factory picture may emerge. There is, however an encour­
aging note. For many symptom patterns, the diagnostic 
decision made by the maximum liklihood procedure was a 
perfect probability of 1.00, with several of these patterns 
characterized by a significant number of cases. Further, 
the above maximum liklihood procedure was used with a 
similar objective by Overall and Klett (1972) with an over­
all predictive efficiency of .71 based upon 2956 cases.
TABLE XXVI. CROSS CLASSIFICATION MATRIX OF PREDICTIVE EFFICIENCY IN PREDICTING CLINICAL DIAGNOSIS FROM 
SYMPTOM PATTERN USING A MAXIMUM LIKLIHOOD DECISION RULE FOR ALL THIRTEEN OUTPATIENT CLINICS 
IN THE STATE OF NEW HAMPSHIRE FOR FISCAL YEAR 1971-1972
MAXIMUM LIKLIHOOD DIAGNOSIS
PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAV. TRANS.
CLINICAL (NON-ORG) (ORGANIC) DISORDER DISORDER DISTURB.
DIAGNOSIS 1 2 3 b 5 6
PSYCHOSIS 1 339 0 72 8 12 25 ■^56
(NON-ORG) (.7*0
PSYCHOSIS 2 10 8 2 3 2 3 28
(ORGANIC) (.29)
NEUROSIS 3 22 0 389 31 b 75 521
(-75)
PERS. b 12 0 7b 193 12 63 356
DISORDER (.55)
BEHAV. 5 3 0 15 13 172 59 262
DISORDER (.66)
TRANS. 6 Ik 0 91 b2 26 680 853
DISTURB. (.80)
Predictive Efficiency = .7201
N = 2,^76
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Although the number of symptom dimensions utilized in their 
research was four with three diagnostic groups, their find­
ings are remarkably similar to those reported here. It is 
the large number of possible symptom patterns which neces­
sitates such a large sample and, therefore, accounts for 
the small frequencies observed within some of the patterns. 
However, as more data becomes available on more cases, this 
procedure can be validated through replication in future 
research.
Second, one must be careful in interpreting the in­
cidence rates derived in this study as "true" incidence 
rates. Although clinical criteria may often be of ques­
tionable validity and although the predictive efficiencies 
obtained in these analyses are quite high, there is. error 
involved in classifying individuals in particular disorder 
categories which might be clinically diagnosed otherwise. 
The maximum liklihood procedure was used in this research 
because incidence rates based upon clinical criteria were 
not obtainable due to an incomplete data base for the 
fiscal year in question. This procedure, therefore, 
should not be considered as a substitute for more complete 
data in spite of some interesting questions which have re­
sulted from this analysis concerning the variability of 
applied clinical diagnostic criteria across regions of 
the State of New Hampshire. It is assumed, however, that 
within these limitations the incidence rates derived from 
this procedure, although crude, are probably reasonable
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estimates of the level and severity of the disorders treat­
ed by these clinics.
The above discussion brings me to a third important 
issue concerning the variability of symptom assignments ob­
served for each of the nine contrived symptom dimensions 
across clinical regions. It is clear from an examination 
of the results of the factor analysis of this data that, 
although clinicians may be internally consistant in apply­
ing a given set of criteria to the formulation of a specific 
diagnosis, there is evidence that there may be considerable 
variation among clinicians as to what the criteria ought 
to be in making specific diagnostic decisions. That is, 
it appears from the maximum liklihood procedure that, given 
a specific set of symptom dimensions, one may predict with 
fair accuracy the clinical diagnosis. However, disagree­
ment occurs as to what the composition of those symptom 
dimensions ought to be. We have observed that if a uni­
form decision criteria is applied to the data across all 
four regions, overall predictive efficiency drops to an 
unacceptable level. This is a function of the above pro­
blem. There are two possible processes which may be op­
erative across clinical regions accounting for some of 
this variation. Either these regions are treating very 
different types of sick populations, which would account 
for the differential joint occurance of various symptoms 
and, hence, different symptom compositions within contrived 
dimensions or, the differential composition of these nine
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contrived dimensions are due to variations among clinicians 
in terms of their attitudes, theraputic orientations and, 
perhaps most important, their differential propensities to 
recognize various symptoms as present or absent. If the 
former condition is operative then the findings reported 
in this research may have important implications for the 
planning and delivery of future mental health services on 
a regional basis. (That is, of course, within the confines 
and limitations of the methodologies used in this research.) 
However, if the latter condition is operative, that is, if 
there are no accepted criteria for calling a psychosis a 
psychosis or a neurosis a neurosis, then the entire class­
ification scheme and, indeed, the entire practice of the 
diagnosis of mental disorder, except in the most obvious 
and extreme cases, is of highly questionable validity and 
utility. If this latter condition is operative, then an 
individual could seek treatment from clinics in two sep- 
erate regions of the state and not only be diagnosed and 
treated for entirely different disorders, but more impor­
tant, the clinic is very likely to report very different 
problems for that individual even though he presents the 
same basic complaints to both. Certainly, a most obvious 
implication of this issue is that it is difficult for in­
dividuals in the State of New Hampshire to receive uniform 
and consistant mental health treatment. Perhaps this con­
dition will resolve itself as these clinics gain more ex­
perience and the entire mental health system becomes more
organized.
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The above question is not answerable given the limit­
ations of this research but, because of the importance of 
this issue for future diagnostic practice and for a complete 
understanding of the results of research dependent upon 
clinical diagnostic criteria, this question must be further 
investigated. I recognize that the findings presented in 
this chapter have several implications beyond those dis­
cussed above. However, again I must emphasize that the 
purpose of this research is to investigate the relation 
between social system level factors related to social in­
tegration at the community level and the differential rates 
of various types of mental disorder. The analytical pro­
cedures discussed in this chapter enable an estimation of 




THE PREDICTION OP MENTAL DISORDER PROM 
MEASURES OP COMMUNITY INTEGRATION:
FINDINGS
In this chapter, I will discuss the results of the 
multivariate analysis of the measures of community integra­
tion as predictors of mental disorder and the results of 
the clustering of minor civil divisions of over 1200 popu­
lation. The multivariate analyses included an analysis of 
the degree to which the total incidence of disorder could 
be predicted from the seventeen indices of community inte­
gration, independent of any particular diagnostic classi­
fication. For this analysis canonical correlational pro­
cedures were used. The multivariate analyses also included 
an analysis of the degree to which each of the diagnostic 
classifications could be separately predicted from the 
seventeen indices of community integration using standard 
multiple linear regression procedures. These analyses in­
tended to explore the joint effects of several indices of 
community integration which have been suggested by prior 
research and theoretical discussion as potentially important 
predictors of mental disorder. Many of these factors have 
been investigated separately or in groups of three or four 
and have been related to one or two types of disorder but, 
there has been no research which has taken all these factors 
into account simultaneously in an attempt to predict several
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types of mental disorder in a single population. Further, 
there have been few reported attempts to apply more soph­
isticated multivariate procedures to the analysis of this 
problem— most studies have been content with reporting the 
results of simple two dimensional cross tabulations. There­
fore, except for the general theoretical discussions of the 
potential value of these types of predictors which were 
discussed in Chapter I, this phase of the research was con­
sidered, for the most part, exploratory in nature, with no 
a priori hypotheses as to how or to what degree these 
factors ought to be related either to each other or to the 
rate of mental disorder. In fact, an important question 
of this research involves such a basic question as: To
what degree can these factors account for the variance of 
mental disorder in general and within each diagnostic type? 
The only tangible substantive prediction which could be made 
on a priori grounds, based on the rather voluminous litera­
ture on this subject, was that these factors ought to 
jointly account for a significant proportion of the varia­
tion of mental disorder. But as to the question of which 
types of disorder and in what manner these factors account 
for the total variance of mental disorder, there remains a 
largely unexplored void in the empirical literature.
As a prelude to the analysis concerned with the pre­
diction of disorder from community integration, the indices 
of community integration and stability were factor analyzed 
with the objective of uncovering the degree to which these
TABLE XXVII. PRINCIPLE FACTOR COEFFICIENTS AFTER ORTHOGONAL VARIMAX ROTATION OF SEVENTEEN INDICES OF 
COMMUNITY- INTEGRATION BASED ON THE UNITED STATES CENSUS
FACTOR INDEX
INDEX DESCRIPTION I II III IV • V VI h2
1.FAMILY INSTABILITY -.050 -.095 .720 -.067 .135 .148 .574
2.MARITAL INSTABILITY .162 -.096 •744 -.064 -.114 -.058 .609
3.WORKING MOTHER -.168 -.485 -.162 -.363 -.494 -.097 .674
4.POPULATION CHANGE -.080 .68? -.163 .019 -.052 -.049 •511
5.FOREIGN BORN -.014 -.308 -.135 .159 ..607 -.209 .551
6.NATIVE BORN .119 -.662 .142 .224 .219 .231 .624
7.HOUSING STABILITY .034 -.607 .215 -.142 .123 -.156 .475
8.UNEMPLOYMENT -.081 -.109 .085 .080 -.112 .778 .651
9.OCCUPATION RATIO .460 -»34l -.090 .115 -.120 .109 •375
10.FAMILY ECONOMIC WELFARE -.007 -.150 .057 -.105 .705 .024 •535
11.FAMILY POVERTY .902 -,12k .o4i .070 .043 .013 .838
12.COMMUNITY SUPPORT .910 -.060 .097 .042 .049 -.035 .846
13.GRAMMAR SCHOOL .403 -.527 -.363 -.268 .225 • 351 .817
14.HIGH SCHOOL -.261 -.168 .o4i .6k? -.189 -.493 .796
15.COLLEGE EDUCATION -.269 • 707 .243 -.299 -.165 -.071 ' -752
16.CHILD WELFARE .819 -.031 .o4o -.181 .015 -.059 .710
17.FERTILITY .061 -.007 -157 • 753 .088 .145 .624
VARIANCE EXPLAINED .172 .153 .086
0
00• .080 .069 .645
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measures might form a smaller number of independent dimen­
sions* These results are reported in Table XXVII. This 
table shows there are six dimensions represented which 
account for a little over 64 percent of the variance of 
these measures. Further, the communalities for all but 
two of these indices are greater than .50, indicating that 
50 percent or more of the variance of each index has been 
accounted for by this analysis.
Factor one has five indices which have high enough 
factor loadings to be considered membered to that factor. 
These indices reflect conditions of community economic and 
educational deprivation and is, therefore, labelled as a 
general poverty dimension. This dimension is characterized 
by such factors as a high ratio of unskilled to skilled 
workers, a high rate of families living below poverty level, 
an unwillingness on the part of these communities to support 
poverty level families, a high rate of children living in 
families below poverty level and, a relatively uneducated 
population. Factor two has only two membered indices which 
are indicative of high residential mobility among the pop­
ulation. These indices are a high rate of yearly popula­
tion change and a well educated population. Notice that 
other indices of residential stability such as native born 
index and the index of housing stability are negatively 
loaded on this dimension. This dimension might be labelled 
a residential mobility dimension. Factor three is self 
named and has but two indices membered to it— the index of 
family instability and the index of marital instability.
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No other indices are significantly loaded on this dimension. 
Factor four has two indices— the high school graduate index 
and the fertility ratio. This dimension is also character­
ized by populations with few employed women with children 
at home, a tendency to be populated by a native born popu­
lation and, little yearly population change. Factor five 
is characterized by indices related to the economic condi­
tions of the foreign born. Populations with a high percen­
tage of foreign born also have a high percentage of families 
receiving welfare or some other form of public assistance. 
Further, these populations tend to be poorly educated. 
Finally, factor six may be termed an unemployment dimension. 
This dimension is also somewhat characterized by populations 
with a high percentage of native born inhabitants, some 
family instability and, tendencies toward higher fertility 
rates.
These factors or dimensions provide a general char­
acterization of the populations of the communities included 
in this study. This information is helpful in that it pro­
vides the reader with a general impression of the way in 
which indices related to community integration are jointly 
distributed across communities. An important objective of 
future ecological research will be to find a set of empir­
ical indices which have import for predicting certain types 
of disruptive social behavior such as mental disorder and 
which have been shown to be stable across populations with 
similar demographic characteristics. These results provide 
some preliminary data relevant to this task.
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The second phase of this analysis involved the pre­
diction of mental disorder, without consideration of the 
specific type of disorder, from the above set of indices 
of community integration and stability using canonical cor­
relational procedures. Two alternative analytical proce­
dures were possible for the examination of this issue. As 
an alternative to the procedure used, canonical correla­
tion, it would have been possible to derive a raw index of 
disorder, independent of the type of disorder, and then ex­
amine the degree to which it might be possible to predict 
that single index as a function of the seventeen indices 
of community integration using multiple regression proce­
dures. This technique was not used because of the loss of 
information inherent in this procedure. That is, it is 
not only important to know which indices of integration 
contribute the most to the prediction of mental disorder, 
but it is also relevant to ask which types of disorder con­
tribute the most to the variance of the total rate of dis­
order, given a particular set of predictor indices. If a 
single rate of total mental disorder has been derived, it 
would not be possible to ask this latter question. There­
fore, canonical correlation was used treating the seventeen 
indices of community integration as predictors of the set 
of incidence rates of the six types of mental disorder des­
cribed above. This procedure is initiated by partitioning 
the intercorrelation matrix and the results of the canoni­
cal correlation are presented in Tables XXVIII and XXIX.
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It can be noted from an inspection of Table XXIX that 
there are two statistically significant ways (p ^  .05) in 
which the indices of community integration and the rates 
of mental disorder are related. The first linear combina­
tion weights the prediction of neurosis most heavily, with 
organic psychosis, personality disorder, and non-organic 
psychosis also receiving significant loadings as a func­
tion of a high native born index with very little yearly 
population change, a high rate of families receiving wel­
fare or public assistance, a high rate of families living
17below poverty level, relatively stable families, and low 
fertility rates. The corresponding canonical correlation 
is .483 with 23.3 percent of the variance explained by 
these weightings. Behavior disorder and transient situa­
tional disturbances are not contributive to the overall 
rate of disorder given these predictive conditions. The 
implication which may be drawn from this first canonical 
factor is that the liklihood of these disorders appearing 
jointly with significant frequency in a given population 
is dependent upon social system level factors related to 
a stable and, perhaps even stagnant population which is 
economically depressed and able to provide only a low level 
of financial support for its citizens. However, family 
 —
This is not inconsistant with a population having 
a high rate of families receiving welfare in that this in­
dex is based only on families earning a gross yearly income 
of under $2,000, whereas the former rate includes many 
families earning more that that amount.
TABLE XXVIII. INTER CORRELATION MATRIX OF SEVENTEEN COMMUNITY INTEGRATION INDICES CONSTRUCTED FROM THE 1970 
UNITED STATES CENSUS FOR 221 NEW HAMPSHIRE TOWNS AND SIX DIAGNOSTIC CLASSIFICATION INCIDENCES 
BASED UPON A MAXIMUM LIKLIHOOD DECISION RULE
Var #1 2 3 k 5 6 7 8 9 10 11 12 13 Ik 15 16 17 18 19 20 21 22 23
1 1.00 • 31 -,03 -.13 -.01 .17 .05 .03 .00 .09 -.02 .02 -.05 -.05 .03 .04 -.13 -.08 .02 .05 -.10 .15 .05
2 1.00 .01 -.08 -.06 .08 .15 -.01 .07 .00 .12 .19 -.08 -.05 .Ok .08 -.16 -.06 -.02 .04 -.15 .05 .11
3 1.00 -.17 -.13 .05 .12 .01 .00 -.06 -.06 -.10 .18 .02 -.13 -.09 -.16 .02 -.02 .01 -.15 -.04 -.06
4 1.00 -.20 -.41 -.3k -.08 -.25 -.12 -.11 -.13 -.33 .03 .30 -.13 -.01 -.15 -.13 -.21 -.21 .12 -.05
5 1.00 .22 .15 -.ok .06 .17 .02 .07 .20 .11 -.32 -.01 .10 .14 .27 .20 .09 •03 .12
6 1.00 .35 .12 .20 • 17 .20 .17 •39 .03 ~.k9 .10 .17 .07 .11 .26 .14 -.07 -.04
7 1.00 .06 .08 .16 .16 .09 .18 .02 -.31 .10 -.11 .15 .08 .04 .12 -.02 -.01
8 1.00 .01 -.01 .01 .01 .09 -.10 -.11 -.05 -.04 -.02 .03 -.03 .10 -.01 -.03
9 1.00 -.01 • 32 .37 .36 -.06 -.36 .20 .03 .17 .04 -.01 .01 .02 -.09
10 1.00 .11 .08 .17 -.06 -.18 -.01 .05 .07 .03 .20 .03 .11 .02
11 1.00 .82 • 32 -.14 -.30 .66 .09 -.08 -.01 .02 -.06 -.08 -.01
12 1.00 .29 -.16 -.29 .67 .03 -.07 -.01 • 05 -.08 -.10 .04
13 1.00 -.43 -.63 .35 .02 -.ok .10 .10 .11 -.01 -.06
14 1.00 -.2k -.19 .18 .13 -.01 -.02 -.02 -.04 .15
15 1.00 -19 -.20 -.11 -.10 -.11 -.07 .05 .09
16 1.00 -.15 -.12 .00 -.03 -.07 -.06 .09
17 1.00 .12 -.02 -.11 -.01 -.08 -.07
18 1.00 .00 .12 .07 -.03 .08
19 1.00 .06 .06 .03 .01
20 1.00 .25 .08 .05
21 1.00 .09 .08
22 1.00 .08
23 1.00
N = 221 New Hampshire towns.
TABLE XXIX. CANONICAL CORRELATIONS, CHI SQUARES, AND PATTERN COEFFICIENTS FOR THE SEVENTEEN CENSUS INDICES 
OF COMMUNITY INTEGRATION AND SIX DIAGNOSTIC TYPES*
INDEX I ' II III IV V VI
DESCRIPTION Rc= .483 R = .444c V  *535 R = .302 c R = c .243 V  *155
COMMUNITY x2=163.9 x2=108.5 x2= 62.5 X 2 =  37-7
2 x = 17.7 x2= 5.1
INTEGRATION d.f.=102 d.f.= 80 d.f.= 60 d.f.= 42 d.f,.= 26 d.f.= 12
INDICES p <  .001 p <  .025 p = n.s. p = n.s. P = n.s. p = n.s.
1. FAMILY INSTABILITY -.282 • -.170 -.310 -.204 .250 .028
2. MARITAL INSTABILITY -.154 -.328 -.246 .220 -.099 .042
3. WORKING MOTHER -.069 .398 -.066 -.087 -.261 .308
4. POPULATION CHANGE -.613 -.023 -.324 -.344 .132 .227
5. FOREIGN BORN .176 -.148 -.488 ' .172 .399 .611
6. NATIVE BORN .488 -.189 .276 -.434 -.318 .117
7. HOUSING STABILITY -.080 .483 -.129 .176 .241 -.146
8. UNEMPLOYMENT -,0k7 .431 .110 .106 .384 -.101
9. OCCUPATION RATIO -.047 .540 -.544 -.203 -.072 .068
10. FAMILY ECONOMIC WELFARE .ky? -.ill -.359 -.255 -.246 -.563
11. FAMILY POVERTY .509 -.133 .277 -.388 .298 .435
12. COMMUNITY SUPPORT .368 -.227 .261 .279 -.635 -.068
13. GRAMMAR SCHOOL -.184 -.284 .449 .093 1.139 -.636
l4. HIGH SCHOOL -.080 -.207 .096 .664 .402 -.773
15. COLLEGE EDUCATION -.091 -.090 .258 • 117 .764 -.476
16. CHILD WELFARE -.286 -.019 -.242 .500 .107 .115
17. FERTILITY -.311 -.447 -.084 .238 -.086 •317
DIAGNOSTIC CATEGORY I II III IV V VI
1. PSYCHOSIS (NON-ORGANIC) .325 .612 -509 .199 -.358 -.090
2. PSYCHOSIS (ORGANIC) .469 -.025 -.253 .098 .538 .677
3. NEUROSIS .670 -.540 -.039 -.370 -.442 -.067
PERSONALITY DISORDER .388 .497 .378 -.002 .491 -.515
5. BEHAVIOR DISORDER -.273 -.050 -.636 -.445 .368 -.400
6. TRANSIENT DISTURBANCE .033 -.433 -.154 .785 .098 -.324
* Diagnostic types are expressed in terras of rate of incidence per 1,000 population.
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conditions would appear to be somewhat stable, a condition 
observed by other researchers of small stagnant and econ­
omically depressed rural areas (Vidich and Bensman, 1958; 
Dollard, 1937; Hollingshead, 1949).
The second significant canonical factor weights 
most heavily the prediction of non-organic psychosis and 
personality disorder as a function of housing stability, 
unemployment, high fertility, a high rate of working 
mothers and, a high ratio of unskilled to skilled workers. 
The corresponding canonical correlation of this factor is 
.444 accounting for 19.7 percent of the variance explained 
following the removal of the first linear component. This 
second canonical factor is mainly predictive of the major 
affective disorders and is, like the first factor, highly 
loaded on factors related to economic stability. However, 
there is a difference between the first and second compon­
ents in this regard. The first component is characterized 
by a more stable population with little yearly population 
change and a large native born population. The second 
component, on the other hand, is characterized by a slightly 
more fluid population with a somewhat higher rate of yearly 
turnover and fewer native born inhabitants. Further, un­
like the first component, the second factor is related to 
conditions of unemployment, low skilled occupations and 
high fertility rates, indicative of a population with large 
families, a younger population, the necessity for mothers 
to work to supplement income lost through the unemployment
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of the head of the household. Although these conditions 
are indicative of general poverty conditions, they are of 
a more temporary nature due to the unemployment situation 
and are not the permanent poverty conditions implied by 
the first component. For this type of population, one 
which is used to a steady income, the uncertainty caused 
by conditions of unemployment is likely to be stressful to 
a significant portion of the population. This in turn, is 
reflected in the high rates of psychosis and personality 
disorder loaded on this component.
The remaining four canonical factors are reported 
in Table XXIX but are not of sufficient strength to be con­
sidered statistically significant. It should be noted that 
even though two significant linear components were extract­
ed using canonical procedures in predicting the incidence 
of mental disorder in general, this analysis accounts for 
a maximum of 23 percent of the variance of disorder. Fur­
ther, it is only the conditions of economic integration 
which appear to be significant predictors and only of the 
major disorders, the classifications of neurosis and non- 
organic psychosis. This finding is supported by the re­
sults from the multiple linear regression analysis where 
the objective is to predict each type of disorder separately 
from the seventeen indices of community integration. These 
results are reported in Table XXX for each type of disorder. 
These results are consistant with the results reported from 
the canonical correlation analysis because significant
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correlations are found for only the major affective dis- 
orders, non-organic psychosis and neurosis. (R « .389 
and .435 with 15.1 and 19.0 percent of the variance ex­
plained, respectively.) These disorders are best predicted
by factors primarily related to economic and residential
18stability. These results indicate that the other indices 
of integration and educational attainment, have played a 
relatively minor or, at best, indirect role in predicting 
the major types of mental disorder and that none of the 
above factors, either separately or in combination, have 
been proved to be statistically significant in predicting 
the less serious types of disorder, i.e., behavior disorder 
and transient situational disturbances. There are indica­
tions, however, that certain of these indices may have 
predictive import if properly combined with other indices 
related to community integration which were not considered 
in this research. For example, the indices of family in­
stability are significantly negatively related to person­
ality disorder and positively related to behavior disorder 
and transient disturbance. However, the prediction of 
these disorders from indices of family instability alone 
is not statistically possible in a significant sense.
These indices may become more important as other factors 
..are identified which are related to family instability and
 ..  ig
This finding is consistant with the researches 
reported by Dunham (1961), Dohrenwend and Dohrenwend (1969), 
Myers (1968) and, Wechsler (1961).
TABLE XXX. REGRESSION COEFFICIENTS, REGRESSION FACTOR STRUCTURE COEFFICIENTS, AND MULTIPLE CORRELATIONS 
OF SEVENTEEN COMMUNITY INTEGRATION INDICES REGRESSED ON EACH OF SIX INCIDENCE RATES FOR EACH 
DIAGNOSTIC CLASSIFICATION
PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAVIOR TRANS.
(NON-ORG) (ORGANIC) DISORDER DISORDER DISTURB.
DESCRIPTION BETA S.R. * BETA S.R. * BETA S.R. * BETA S.R. * BETA S.R. * BETA S.R. *
1.FAMILY INSTAB. -.080 -.206 .010 . .067 -.050 .115 -.099 -.293 .157 .505 .012 .158
2.MARITAL INSTAB. -.057 -.154 -.011 -.067 .013 .092 -.130 -.440 .043 .168 .123 .348
3.WORKING MOTHER .044 .051 -.017 -.067 -.025 .023 -.061 .059 -.021 -.135 -.063 -.190
4.POP. CHANGE . -.102 -.386 -.064 -.438 -.166 -.482 -.186 -.616 .165 .404 -.078 -.158
5.FOREIGN BORN .093 .360 .264 • 909 .122 .459 .022 .264 .067 .101 .109 .380
6.NATIVE BORN -.026 .180 .034 • 370 .268 .597 .086 .410 -.070 -.236 -.083 -.127
7.HOUSING STAB. • l4l .411 .007 .269 -.164 .092 .071 .352 .019 -.067 -.032 .000
8.UNEMPLOYMENT -.024 -.051 .025 .101 -.083 -.069 .073 .293 .007 -.034 .011 -.095
9.OCCUPATION RATIO .236 .437 .016 .135 -.109 -.023 -.031 .029 .113 .067 -.123 -.285
10.FAM. ECON. WEL. .063 .180 -.030 .101 .138 .459 -.014 .088 .123 .370 .026 .063
11.FAMILY POVERTY -.126 -.206 .058 .000 .029 .046 .006 -.176 .026 -.269 -.105 -.032
12.C0MMUN. SUPPORT .052 -.180 -.097 -.034 .102 • 115 -.029 -.235 -.170 -.337 .082 .127
13.GRAMMAR SCHOOL -.317 -.103 .021 .331 -.070 .230 .176 .352 .098 -.034 .114 -.190
14.HIGH SCHOOL -.092 .334 -.023 -.034 -.056 -.046 .069 -.059 .020 -.135 .249 .475
15.COLLEGE ED. -.174 -.308 .012 -.337 -.069 -.253 • 139 -.205 .072 .168 .078 -.032
16.CHILD WELFARE .015 -.308 -.003 .000 -.165 -.069 -.106 -.205 .008 -.202 .129 .285
17.FERTILITY .111 .308 -.050 -.067 -.236 -253 -.060 -.029 -.045 -.269 -.066 -.222
MULTIPLE R • 00 VO .297 • 435 .341 .297 .316
MULTIPLE R2 .151 .088 .190 .116 .088 .100
F RATIO
(22 and. 198 d.f.) = 1.605 











* Symbol refers to the regression factor structure coefficients.
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when combined with these other factors, these indices of 
family instability may become more significant in predict­
ing the more situationally based forms of disorder.
The final phase of the analysis involved the clust­
ering of all minor civil divisions of greater than 1200 
population across the measures of community integration 
with the objective of obtaining a substantive profile of 
high and low disorder areas of New Hampshire. Out of the 
original 221 minor civil divisions included in this re­
search, 118 were included in the clustering with popula­
tions of 1200 or more as of the 1970 United States census. 
This criterion was chosen because minor civil divisions of 
less than this population generally had low incidence rates 
of disorder and tended to exhibit unusual and unstable rate 
patterns because of their small populations.
Because the various indices of community integra­
tion and stability were measured on different measurement 
scales, some being expressed as ratios and others as rates 
per 1000 population, before the clustering procedure could 
be performed, these divergent scales had to be rescaled to 
a common metric. This was accomplished by applying a prin­
ciple component analysis to the matrix of intercorrelations 
among the measures of community integration. The inter­
correlation matrix is presented in Table XXXI. Tables 
XXXII and XXXIII present the results of this analysis.
Table XXXII presents the factor pattern of the seventeen 
principle components and Table XXXIII presents the factor
TABLE XXXI. INTER CORRELATION MATRIX OF SEVENTEEN COMMUNITY INTEGRATION INDICES CONSTRUCTED FROM THE 1970 
UNITED STATES CENSUS FOR 221 NEW HAMPSHIRE TOWNS*
VAR ■ 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17
FAMILY INSTABILITY 1 1.00 .31 -.03 -.13 -.01 .17 .05 .03 .00 .09 -.02 .01 -.04 -.05 -.02 .04 -.10
MARITAL INSTABILITY 2 1.00 .01 -.09 -.06 .08 .15 -.01 .07 .00 .13 .19 -.08 -.06 -.04 .08 -.10
WORKING MOTHER 3 1.00 -.17 -.13 .05 .12 .01 .00 -.06 -.06 -.10 .18 .02 -.12 -.09 -15
POPULATION CHANGE 4 1.00 -.21 -.43 -.36 -.09 -.26 -.12 -.14 -.14 -.30 -.01 -.30 .13 -.03
FOREIGN BORN 5 1.00 -.22 .15 -.04 .06 .17 .04 .07 .20 .11 -.33 -.01 .07
NATIVE BORN 6 1.00 .35 .12 .20 .17 .22 .17 .39 ' .03 -.k9 .10 .18
HOUSING STABILITY 7 1.00 .06 .08 .16 .17 .09 .18 .02 -.30 .10 -.09
UNEMPLOYMENT 8 1.00 .00 .00 .02 .00 .09 -.10 -.11 .04 -.04
OCCUPATION RATIO 9 1.00 .00 .3k .36 .36 -.07 -.36 .20 .05
FAMILY ECON. WELFARE10 1.00 .10 .08 .17 -.07 -.18 -.01 .03
FAMILY POVERTY U 1.00 .85 .35 -.17 -.31 .68 .13
COMMUNITY SUPPORT 12 1.00 .29 -.17 -.26 .67 .05
GRAMMAR SCHOOL 13 1.00 -.44 -.63 .35 .01
HIGH SCHOOL 14 1.00 -.64 -.20 .19
COLLEGE EDUCATION 15 1.00 -.19 -.21
CHILD WELFARE 16 1.00 -.13
FERTILITY 17 1.00
N = 221 New Hampshire towns
* Detailed definitions of the above indices can be found in the Appendix.
TABLE XXXII. FACTOR PATTERN OF SEVENTEEN PRINCIPLE COMPONENTS DERIVED FROM THE ANALYSIS OF SEVENTEEN INDICES 
OF COMMUNITY INTEGRATION CONSTRUCTED FROM THE UNITED STATES CENSUS, 1970
VARIABLE
DESCRIPTION # 1 2 3 4 5 6 7
COMPONENT INDEX
8 9 10 11 12 13 14 15 ,16 17 h2
FAMILY INSTAB. 1 .08 •-.02 .58 .42 .17 .16 -.31 -.01 .27 •-.35 ■-.19 ■-.07 .29 ■-.04 •-.03 .01 .01 .574
MARITAL INSTAB. 2 .15 .17 .55 .48 •-.14 .07 -.13 .03 .01 .27 .48 .05 -.21 ■-.11 .05 .02 .00 .609
WORKING MOTHER 3 .05 •-.23 .31 ■-.46 ■-.54 •-.14 -.04 .34 .22 ■-.10 .13 .28 .15 .14 .09 •-.02 •-.01 .674
POP. CHANGE 4 -.51 .39 •-.28 •-.02 .14 .01 .02 .12 .33 .04 .33 •-.42 .15 .22 .09 •-.02 .01 .511
FOREIGN BORN 5 .29 ■-.41 •-.22 .16 • 33 ■-.34 .02 -.47 .10 ■-.08 .30 .29 .15 .12 .08 .01 .00 .551
NATIVE BORN 6 .59 ■-.46 .11 .12 .04 • 19 -.03 .07 •-.16 ■-.23 •-.01 •-.18 -29 .43 .06 •-.01 .00 .624
HOUSING STAB. 7 .41 •-.34 .34 .08 ■-.11 •-.24 .42 .03 ■-.34 .15 .03 •-.32 .32 •-.05 .02 ■-.03 .02 .475
UNEMPLOYMENT 8 .10 •-.11 .19 ■-.02 .16 .72 .49 -.16 .20 .12 .02 .14 .05 •-.01 .06 •-.01 .01 .651
OCCUPATION RATIO 9 • 54 .05 ■-.11 .-.06 -.22 .13 -.44 -.24 .04 •51 •-.24 ■-.06 .13 .12 .13 .01 .00 .375
FAM. ECON. WEL. 10 .25 •-.22 .06 .10 • 59 •-.25 .08 .50 .22 .31 •-.20 .12 -.07 •-.01 .07 ■-.01 .00 .535
FAMILY POVERTY 11 .75 .47 •-.17 .14 •-.08 .01 .16 .14 .01 •-.03 .02 .08 .11 .11 •-.12 .27 ■-.01 .838
COMMUNITY SUP. 12 •71 .53 ■-.14 .19 -.07 -.03 .11 .03 .06 .02 .01 .15 .04 .13 ■-.20 ■-.23 .04 .846
GRAMMAR SCHOOL 13 .72 •-.10 ■-.01 ■-.51 • 17 .00 -23 .01 .05 ■-.10 .16 ■-.14 -.06 -.18 ■-.04 .03 .18 .817
HIGH SCHOOL 14 -.19 ■-.43 •-.33 .49 ■-.47 -.07 .22 -.03 .32 .01 ■-.16 ■-.03 -.10 -.05 .02 .03 .13 .796
COLLEGE ED. 15 -.69 .45 .21 .05 .11 -.04 .02 .00 -.32 .01 -.12 .23 .05 .20 .13 .03 .16 .752
CHILD WELFARE 16 .61 .56 -.03 .02 -.06 -.14 .18 -.06 .06 -.27 -.12 -.04 -.11 -.17 .34 -.04 -.03 .710
FERTILITY 17 .10 -.23 ■-.57 .29 .01 .39 -.19 .37 -.29 ■-.09 .16 .13 .20 -.13 .12 -.04 .00 .624
Variance
Explained .218 .121 .092 .081 .069 .061 .055 .051 .045 .044 .04l .038 .029 .026 .015 .008 .005 1.000
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TABLE XXXIII. FACTOR SCORE COEFFICIENTS FOR SEVENTEEN PRINCIPLE COMPONENTS DERIVED FROM THE ANALYSIS OF
SEVENTEEN INDICES OF COMMUNITY INTEGRATION CONSTRUCTED FROM THE UNITED STATES CENSUS, 1970*
VARIABLE
DESCRIPTION # 1 2 3 4 5 6 7
COMPONENT INDEX
8 9 10 11 12 13 14 15 16 17 h2
FAMILY INSTAB. 1 .02 •-.01 .37 .31 .14 .16 ■-.33 ■-.02 .35 •-.46 •-.29 ■-.10 .59 ■-.09 ■-.12 .03 .13 .574
MARITAL INSTAB. 2 .ok .09 .35 .35 ■-.12 .07 •-.14 .04 .00 .37 •70 .08 •-.43 •-.25 .19 .13 .10 .609
WORKING MOTHER 3 .01 ■-.11 .20 ■-.33 •-.46 •-.14 •-.05 .39 .28 ■-.14 .19 .44 .30 .32 .35 -.13 •-.18 .674
POP. CHANGE 4 -.14 .19 •-.18 ■-.01 .12 .01 .03 .15 .43 .05 .47 ■-.66 .32 .49 .36 -.11 .21 •511
FOREIGN BORN 5 .08 •-.20 ■-.14 .12 .28 •-.32 .02 •-.54 .13 •-.10 .43 .46 .31 .27 .31 .10 ■-.01 .551
NATIVE BORN 6 .16 .-.22 .07 .09 .03 .18 •-.04 .09 •-.21 ■-.30 ■-.01 •-.28 •-.59 .96 .24 -.05 -.03 .624
HOUSING STAB. 7 .11 •-.17 .22 .06 •-.09 •-.23 .45 .04 ■-.44 .20 .05 ■-.49 .66 •-.11 .09 -.22 .28 .475
UNEMPLOYMENT 8 .03 •-.05 .12 •-.16 .14 .70 .52 •-.19 .26 .16 .03 .21 .10 •-.02 • 23 -.02 .19 .651
OCCUPATION RATIO 9 .15 .02 •-.07 ■-.05 •-.18 .13 •-.46 •-.28 .05 .69 ■-.36 •-.09 .27 .28 • 52 .02 -.02 .375
FAM. ECON. WEL. 10 .07 •-.11 .Ok .07 .50 •-.25 .08 • 58 .29 .41 ■-.28 .18 ■-.15 ■-.01 .26 -.03 .02 .535
FAMILY POVERTY 11 .20 .23 •-.11 .10 •-.07 .01 .17 .16 .01 •-.03 .02 .12 .22 .24 ■-.46 2.0 -.17 .838
COMM. SUPPORT 12 .19 .26 ■-.09 .14 ■-.06 •-.01 .12 .04 .08 .02 .02 .23 .09 .30 -.77 -1.8 •56 .846
GRAMMAR SCHOOL 13 .19 •-.05 •-.01 •-37 .14 .00 •-.25 .02 .07 ■-.14 .23 •-.21 ■-.12 •-.41 •-.15 .21 2.2 .817
HIGH SCHOOL 14 -.05 •-.21 •-.21 .36 •-.40 •-.07 .23 •-.04 .42 .02 •-.24 ■-.04 •-.21 •-.11 .07 .22 1.6 • 796
COLLEGE ED. 15 -.18 .22 .15 .ok .10 •-.04 .02 .00 •-.41 .01 ■-.17 .35 .10 .46 .49 .23 2.0 •752
CHILD WELFARE 16 .16 .27 -.02 .02 -.05 •-.14 .19 •-.07 .07 -.36 -.17 ■-.05 •-.22 ■-.38 1.3 -.26 -.38 .710
FERTILITY 17 .03 -.11 -.36 .21 .00 • 37 -.21 .43 •-.37 -.12 .23 .20 .41 -.29 .47 -.26 .08 .624
* The above coefficients are used to derive orthogonally transformed indices from the raw census indices to
insure that all variables have been rescaled to a common metric. If each coefficient is designated as a.
and each variable as X. and each factor as F., then these coefficients are used to derive rescaled
ij i
indices using the following generalized equation:
F . = a *«Xn + a . „X„ + a . -^ X— + . . • a . X 
i xl 1 i2 2 x3 3 in n
Where: n = 1, 2, . . .  17
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score coefficients of these seventeen components used to
transform the original measurement scales to new canoni- 
19cal variates.
Following the data transformations, the matrix of 
inter-variate distances between all 118 minor civil divi­
sions was computed, and the matrix was then clustered 
using the clustering procedures discussed in Chapter II 
(Overall and Klett, 1972:189-191). The matrix of inter- 
variate distances between all 118 towns is not reported 
in this dissertation because of its unusually large dim­
ensions (118 x 118). Table XXXIV presents the inter- and 
intra-distance matrix for the sixteen clusters extracted 
using these clustering procedures. The diagonal entries 
on this table represent intra-cluster distances, i.e., the 
average distances between minor civil divisions included 
in that cluster. The off diagonal entries represent the 
average distances between minor civil divisions included 
in the itb row cluster and the jtb column cluster. All 
values in this table are expressed in terms of the trans­
formed index scores based upon the principle component 
analysis presented above.
Tables XXXV and XXXVI present the results of the 
clustering procedure. Table XXXV presents the average raw 
index scores for each of the seventeen indices of community
--------------T9------------This has been a recently used procedure for re­
scaling noncomparable measurement scales across several 
variables for the purposes of applying standard clustering 
algorithims (Andrews, 1973).
TABLE XXXIV. DISTANCES WITHIN AND BETWEEN EMPIRICALLY DERIVED CLUSTERS OF ALL NEW HAMPSHIRE TOWNS WITH A 
POPULATION GREATER THAN 1,200 INHABITANTS
CLUSTER # 1 2 3 if 5 6 7 8 9 10 11 12 13 lif 15 16
1 7.5 16.9 12.5 lif. 6 13.1 12.8 13.7 12.5 10.1 13.8 13. Jf lif.O 30.6 15.0 15.3 19.5
2 16.9 7.6 lif.l 16.2 15.1 22.5 19.0 15.8 16.2 13.5 19.9 17.8 3^.1 2k A 20.7 16.7
3 12.5 lif.l 7.3 16.3 13.8 16.0 12.2 lif.O 10.if 13.6 12.9 13.2 23.6 13.9 2if.6 l6.6
if lif. 6 16.2 16.3 9.if 21.6 16.3 16.5 15.7 17.if 13. *f 16.6 15.3 if2.0 21.7 21.2 20.9
5 13.1 15.1 13.8 21.6 8.7 15.6 l*f.3 12.6 13-1 16.if 20.1 18.5 33-3 19.if 18.0 15.7
6 12.8 22.5 16.0 16.3 15.6 10.2 16.6 12.8 16.2 16.3 17.2 18.6 38.1 lif. 8 20.9 23.0
7 13.7 19.0 12.2 16.5 l*f.3 16.6 9.2 13.3 15.1 15.9 13.6 15.6 38.5 19.2 22.2 16.5
8 12.5 15.8 lif.O 15.7 12.6 12.8 13.3 9.*f 16.9 12. if 15.6 16.5 3if.8 l*f.3 17-7 16.2
9 10.1 16.2 10. if 17.if 13.1 16.2 15.1 16.9 8.6 lif.l 17.3 16.6 26.7 17-9 21.0 18.0
10 13.8 13-5 13.6 13. if l6.if 16.3 15.9 12. if lif. if 9.8 19.0 17.3 29.2 16.8 2if.3 18.8
11 13. ^ 19.9 12.9 16.6 20.1 17.2 13.6 15.6 17.3 19.0 10.9 15.9 36.9 18. if 22.2 23.8
12 lif.O 17.8 13.2 15.3 18.5 18.6 15.6 16.5 16.6 17.3 15.9 11.7 31.6 21.1 25. if 18.3
13 30.6 3^.1 23.6 if2.0 33.3 38.1 38.5 3if.8 26.7 29.2 36.9 31.6 12.3 29.7 if5.1 35.1
lif 15.0 2*f.2 13.9 21.7 19.if lif. 8 19.2 lif. 3 17-9 16.8 18.if 21.1 29.7 13-8 28.8 27.5
15 15-3 20.7 2if.6 21.2 18.0 20.9 22.2 17.7 21.0 2if.3 22.2 25. if if5-l 28.8 l*f.3 23. if
16 19-5 16.7 16.6 20.9 15.7 23.0 16.5 16.2 18.0 18.8 23.8 18.3 35-1 27.5 23. if lif.7
N = 118
* Distances are in terms of factor scores derived from a principle component analysis of the raw census 
indices such that all variables have been rescaled to a common metric. Diagonal distances are average 
distances between clusters. The above distance matrix is based upon a clustering of all New Hampshire 
towns over 1,200 population (N = 118).
TABLE XXXV. SUMMARY TABLE OF AVERAGE RAW SCORES FOR EACH CLUSTER FOR EACH OF SEVENTEEN INDICES OF COMMUNITY 
INTEGRATION BASED ON THE UNITED STATES CENSUS, 1970
VAR 1 2 3 if 5 6 7 8 9 10 11 12 13 Ik 15 16
1 123.2 71.1 123.6 208.1 58.6 80.9 115.1 128.1 88.7 llif.l 160.8 69.5 112.2 169.3 71.0 12.9
2 97.7 67.if 85.1 107.5 81.3 98.0 100.9 109. ^ 61.6 if3.9 89.8 138.1 66.5 107.5 98.9 if7.8
3 935.3 680.5 651.5 895.^ 608.3 875-0 5^3.^ 893.8 709.0 858.7 if 63.8 5lif.O 767.0 12if6.if 918.9 if 82.6
if 1.7 7.1 3.1 2.8 k.7 1.9 2.7 3.7 1.6 5.0 1.2 1.8 2.9 2.3 3.1 if-5
5 232.5 208.5 151.3 137.9- 199.^ 153.3 107.9 lif8.8 27 k .7 165.7 183.9 17 if. 8 175.1 lif5.6 261.3 133.1
6 623.6 336.9 ifi+9.7 if07.2 636.O 639.7 615.9 618.9 569.3 if 21.1 558.8 if09.8 278.5 626.2 660.O 522.5
7 522. if k3k.3 506.0 506.0 if 69.1 if 82.8 598.1 if if7.8 623.9 if71.8 528.1 if if 6.5 292.6 if 65.8 if98.if if50.2
8 28.7 27.9 23.2 21.8 25.8 21.9 38.9 65.6 12.9 36.5 28.0 if5.8 k2.0 25.3 31.2 67. if
9 597.1 if 29.3 if02.8 883.9 ifl8.7 822.6 kk2.2 859.7 Sk2.2 781.7 6if9.o if28.7 325.0 652.6 738.5 600.7
10 16.7 9.5 18.2 11.9 9.7 28.7 10.8 16.9 12.9 if.5 28.8 7.6 8.0 26.9 lif. 8 0.0
11 if9.1 3k.9 ifO.if if2.1 21.6 37.k 56.5 56.7 38.1 60.2 81.9 5if.7 33.7 69.if 3if.5 ifif.O
12 26.3 20.6 27.5 25.8 6.5 2k .9 37.8 29.if 20.5 27.3 if3.3 35.9 23.5 31.2 18.7 29.1
13 276.1 168.7 120.6 270.7 170.7 270.6 227.8 255. if 190.5 198.7 280.3 152.0 57.6 232.8 if30.1 187.7
lif 3H.8 37^.0 37^.3 3^ 2.if 396.6 3k0.8 381.0 357.6 3if2.0 3if3-7 391.0 if 10.3 2lif.7 325.8 273.7 i339.2
15 189.9 281.7 353.3 156.9 281.0 172.2 227. ^ 192.9 287.7 258.2 183.8 262.2 661.2 268.7 127.1 292.2
16 78.9 5^.1 85.0 7k.7 20. if 78.6 108. if 80.1 79.2 72.8 llif.8 103.6 30.7 120. if 73.1 72.5
17 399.0 if99.0 if if 5.3 if 81.2 if 69.9 389.0 if22.3 if 29.6 ifl8.6 285.7 568.8 if7if.l 182.9 299-3 536.9 660.6
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TABLE XXXVI. INCIDENCE OF SIX CLASSIFICATIONS OF DISORDER FOR EACH OF
SIXTEEN EMPIRICALLY DERIVED CLUSTERS OF NEW HAMPSHIRE TOWNS 
OVER 1200 POPULATION*
CLUSTER PSYCHOSIS PSYCHOSIS NEUROSIS PERS. BEHAVIOR TRANS.
(NON-ORG) (ORGANIC) DISORDER DISORDER DISTURB.
1 2 3 if 5 6
1 0.828 0.016 2.295 1.056 0.655 3.879
2 0.31^ 0.000 0.96if 0.if71 0.770 2.796
3 0.300 0.000 1.206 0.3^7 0.731 3.562
if 2.56if 0.000 0.395 0.666 0.768 if. 381
5 0.082 0.000 0.309 1.183 o.ito? 2.190
6 0.555 0.000 1.257 0.500 0.911 2.667
7 0.138 0.000 o.ifif8 0.327 0.189 8.120
8 0.000 0.000 0.268 0.132* 1.072 1.387
9 0.732 0.000 0.817 0.288 0.811 2.902
10 0.7^2 0.000 1.620 0.625 0.2if5 2.803
11 0.if22 0.000 0.903 0.528 0.000 1.983
12 0.762 0.000 1.190 0.123 0.233 3.583
13 0.038 0.000 0.22if 0.075 0.71if 1.675
lif o.if87 0.000 3.9 5^ 0.710 0.158 0.710
15 0.821 0.000 1.27 if 0.000 0.000 if. 185
16 0.000 0.000 0.if9if 0 .25k 0.000 0.000
RESIDUAL 0.310 0.000 1.535 0.810 0.698 if. 183
til* All above rates are incidence rates per towns comprising the i cluster 
and are expressed in terms of 1,000 population. These rates are calcu­
lated separately for each cluster and are not averaged over the individual 
rates of the towns within each cluster.
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integration within each of the sixteen clusters. Table
XXXVI presents the total incidence of each of the six
20types of mental disorder within each cluster. (This in­
cludes a residual cluster which is composed of minor civil 
divisions which did not fit in any of the sixteen analysti- 
cally derived clusters nor were they integratively similar 
to each other.) Upon examination of Tables XXXV and XXXVI 
it can be seen that there are some striking differences 
between clusters based upon their incidence rates of dis­
order and their levels of integration. Further, consistant 
with the preceding analyses, the most variation across 
clusters occurs within the economic and residential indices 
of integration, with some degree of variation across mea­
sures of family integration. The most obvious differences 
are between clusters one and sixteen. Cluster one is a 
high mental disorder profile in general whereas cluster 
sixteen is characterized by almost no mental disorder.
Other profiles among the sixteen reported in Table XXXVI 
are, for the most part, specific to certain types of dis­
order or combinations of types of disorder. When clusters 
one and sixteen are compared as to their profile scores on 
the seventeen indices of community integration, opposite 
trends can be observed for every index except the community 
non-support index, the high school education index and the 
child welfare index. The fact that these three indices 
are not divergent between these two extreme clusters is
20 Individual cluster compositions and transformed 
score profiles are presented for each cluster in Appendix 
H I .
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not surprising given their minimal contributions to the 
total variance of disorder in previous analyses. Notice 
also that clusters four and fourteen represent two dif­
ferent cluster types in terms of their respective rates 
of mental disorder. Cluster four has the highest rate 
of psychosis and cluster fourteen, the highest rate of 
neurosis. Consistant with previous analyses, their dif­
ferences across measures of community integration are pri- 
marilly related to factors of economic and residential 
stability.
Finally, from Table XXXIV, it is noted that cluster 
thirteen is unusually discrepant from every other cluster 
(notice the high inter-cluster distances in the thirteenth 
row of Table XXXIV). This cluster is not characterized by 
a particularly high rate of any specific type of disorder 
or combination of disorders, but there is some disorder 
present within every diagnostic type except organic psy­
chosis. Across the indices of community integration, how­
ever, this cluster is considerably different from the other 
clusters, especially with regard to the following indices: 
a. an atypically low native born index; b. an atypically 
low housing stability index; c. an atypically low occupa­
tion ratio implying a highly skilled population; d. a 
highly educated population as indicated by a low grammar 
school index and an unusually high college education index; 
e. an atypically low number of children living in families 
below poverty level and; f. an unusually low fertility rate.
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In all, this cluster appears to characterize towns with a 
well educated and a highly skilled population, unusual for 
a rural state. The mystery is solved, however, when one 
examines the composition of this cluster and finds it com­
posed of the three college towns of Hanover (Dartmouth 
College), New London (Colby Junior College), and Durham 
(University of New Hampshire). It is interesting to note 
that if there is mental disorder in these towns, it tends 
to be either behavior disorder or transient disturbances. 
This is consistant with the multivariate analyses reported 
above.
Discussion
This chapter has reported the results from analyses 
relating the degree of community integration and stability 
to the incidence of various types of mental disorders. Al­
though the findings reported in this chapter cannot be con­
sidered conclusive, they have provided some insight into 
the factors which may jointly account for the rate differ­
entials observed across these rural communities. Several 
points are worthy of note.
First, the multivariate prediction of mental dis­
order, independent of diagnostic type, from factors related 
to community integration accounted for 23 and 19 percent 
of the total variances of their respective linear compon­
ents. It was found upon inspection of these components, 
and upon the examination of the findings from the multiple 
regression analysis of each separate type of disorder, that
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factors related to economic and residential stability were 
of primary importance in predicting differential rates of 
the major affective disorders across communities. These 
findings are consistant with the results of prior ecologi­
cal studies whose analyses proceeded along a more simplis­
tic level (Hollingshead and Redlich, 1958; Myers, 1968;
Fried, 1964; Linsky, 1966; Jaco, 1954, 1959; Wechsler,
1961).
Second, it was noted that the incidence of neurosis 
was related to a high proportion of native born in a popu­
lation whereas the incidence of non-organic psychosis was 
related to a high degree of housing stability within the 
population. Further, both types of disorder occurred in 
populations which either lost population in the decade be­
tween 1960 and 1970 or witnessed only a slow yearly increase. 
These findings are suggestive evidence contrary to the 
"drift" hypothesis which would imply that populations with 
a high rate of mental disorder should be characterized by 
a highly transient and recent population (Dunham, 1961).
This research does not support that proposition.
Third, although the indices of family stability are 
not significantly related to type of disorder in a statis­
tical sense, these analyses are suggestive of the types of 
disorder for which these indices might be predictive if 
combined with the relevant secondary factors, i.e., behavior 
disorder and transient situational disturbances. The in­
dications are that these two disorders are characterized
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by a more transient population who are better educated and 
who hold more highly skilled occupations. These disorders 
seem to be less related to the economic conditions charac­
teristic of high poverty areas, unemployment, and children 
living in families below poverty level. This latter find­
ing is contrary to some recent hypothesizing (Chein, 1971) 
about urban areas and warrents further investigation. Per­
haps these findings would not hold up in urban conditions 
indicating a basic etiological difference between urban and 
rural areas.
Finally, these findings suggest that highly educated, 
that is populations with an unusually large college educa­
ted population, are not immune to mental disorder and, as 
one might suspect from the above discussion, seem to be 
somewhat susceptable to behavior disorder and transient 
situational disturbances. This finding is somewhat con­
sistant with past research with the exception that some 
researchers have reported higher rates of neurosis among 
higher income groups (Hollingshead and Redlich, 1958;
Myers, 1968). This conclusion does not seem warrented 
here. This finding by other researchers is in all likli- 
hood partly due to their use of hospital populations which 
are unlikely to treat the less severe disorders and that 
these studies often included private hospitals in the com­
putation of their rates which, of course, cater to a mid­
dle to high income group. This research used community 
clinic populations which are likely to treat a larger
125
number of less serious disorders. The derivation of rates 
from the caseloads of public agencies is likely to shift 
the emphasis slightly in the opposite direction. However, 
this effect is expected to be minimum in this research be­
cause of the lack of alternatives for treatment in New 
Hampshire and because of the generally lower standard of 
living enjoyed by its population as compared to other 
states.
Certainly, this research has considered only a 
fraction of the possible social system level indices which 
may be of importance in understanding the differential 
rates of disorder observed across these communities. It 
is an important objective for future research to find other 
sets of indices of importance in predicting the various 
types of less severe disorder, as well as the major affec­
tive disorders. These analyses have provided some data 
which may be suggestive of future research directions.
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CHAPTER V
PERSPECTIVES FOR FUTURE RESEARCH:
SUMMARY AND CONCLUSIONS 
The major objectives of this research have been two­
fold: to test an analytical method for deriving the inci­
dence of various types of mental disorder when diagnostic 
data is missing for a large proportion of the total sample 
and; to explore the degree to which several indices of com­
munity integration and stability which have been suggested 
by previous research and/or theoretical discussions might 
be useful in jointly predicting the differential rates of 
six classifications of mental disorder across the commun­
ities of a rural state. Chapter III and IV reported the 
findings of the analyses used to investigate these issues. 
These findings, although of sufficient strength to be con­
sidered statistically significant, have raised several 
questions which are of some relevance to the future inves­
tigation of the etiology of mental disorder.
Before the implications of this study for future 
research are discussed, some of the basic ecological find­
ings will be reviewed. The most significant indicators of 
potential stress producing environmental conditions for 
predicting mental disorder proved to be those related to 
adverse economic conditions and conditions related to resi­
dential instability. Contrary to the findings of some 
other researchers that areal units with geographically
mobile populations are characterized by higher rates of
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mental disorder, this research found that higher rates of 
mental disorder are more characteristic of areas with in- 
diginous or stagnant populations (Dunham, 1939; 1961; 
Wechsler, 1961; Dohrenwend and Dohrenwend, 1969). Further, 
these populations are characterized by such adverse econo­
mic conditions as high rates of unemployment, high propor­
tions of unskilled workers, a high number of families re­
ceiving welfare or some other type of public assistance 
and, a high proportion of families living below poverty 
level. These factors indicate that the residents of this 
type of environment have a higher probability of encount­
ering stressful life situations related to conditions of 
economic security and that this increased probability may 
be partly responsible for the higher rates of psychosis 
and neurosis observed within these populations. Further, 
the findings of this research fail to support the drift 
hypothesis which asserts that stress is encountered by in­
dividuals in an environment that percipitates the illness, 
the illness then prevents them from functioning effectively 
in that environment, necessitating their move to an area 
which will be more tolerant of their problems. This, ac­
cording to the "drift hypothesis" accounts for the high 
rates of mental disorder observed in certain sections of 
urban areas. This research has found, to the contrary, 
that high rate areas are characterized by native born pop­
ulations, and that these areas have very little yearly 
population turnover. This is especially true for areas
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with high rates of neurosis. Given the economic conditions 
of these areas, it seems plausible to assume that people 
are not in a solvent enough economic position to move out 
of these areas when conditions become unbearable, and that 
this inability or unwillingness to escape is in itself a 
continual source of stress.
The findings related to the indices of family in­
stability are not as convincing statistically as those re­
lating disorder to economic conditions, but they are sug­
gestive of trends which may be found to be significant in 
future research when examined in relation to other factors 
unexplored in this study. The factors related to family 
instability are best predictive of behavior disorder and 
transient situational disturbance. Stress generated from 
family conflict or the disruption of the usual family life 
style often has the most severe consequences for the child­
ren. Since behavior disorder is primarily a childhood 
disorder, it is not surprising that the best predictor of 
this disorder is the index of family instability. Tran­
sient disturbances tend to be primarily adult problems of 
somewhat comparable severity as behavior disorder in child­
ren. The index of marital instability turned out to be the 
best predictor of this disorder. The actions of divorce 
or other types of legal separation often have mental 
health implications for the encumbants of the action, most 
common of which is mild to moderate depression. It should 
be further noted that conditions of marital and family
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instability are primarily stress producing for those who 
are directly involved in the conflict or problem. Although, 
as noted in Chapter II, these conditions may have broader 
implications in terms of the environment providing an in­
creased potential for other individuals to encounter stress 
producing situations, the strongest and most immediate con­
sequence of family disruption is on the family members 
and only secondarily on others outside the family. This 
may partially account for the statistically uncertain 
findings relating disorder to these conditions at an en­
vironmental level.
In short, the ecological findings presented in this 
research report are suggestive, but certainly not conclu­
sive, of general conditions which may be responsible for 
providing a general environmental potential for individuals 
within a given population to encounter a higher than usual 
number of stressful life situations. The discussion will 
now turn to a consideration of factors omitted from this 
research which might be the subject for future research 
interests.
The most obvious issue which is of relevance to 
understanding the genesis of mental disorder was identi­
fied in the first chapter of this dissertation and in­
volves the investigation of the interaction between social 
system and social psychological factors related to the 
genesis of mental disorder. This research has examined 
only one dimension of this issue, i.e., the social system
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level, However, as pointed out in Chapter I, the most im­
portant factors which will allow for the prediction of 
mental disorder for given individuals or personality types 
will depend upon the measurement of "stress thresholds," 
i.e., the differential abilities of individuals or certain 
personality types to withstand certain stress producing 
stimuli. (See McGrath, 1970 for an up to date discussion 
of the issues related to the theory of "stress" and certain 
research problems related to investigating "stress thresh­
olds.") The ecological approach, on the other hand, is 
useful for the identification of environments which tend 
to be stressful for a significant proportion of their pop­
ulations . Mental disorder is an extremely complex human 
adaptation and as such, involves a complex interaction be­
tween psychological and environmental processes. An under­
standing of the interaction between these two processes, 
as well as an understanding of the separate contributions 
of each, must be the subject of further systematic inves­
tigation as a complete understanding of mental disorder is 
very much in the future.
Aside from the above general implication for future 
research of the theoretical orientation employed by this 
study, the findings themselves are suggestive of more spe­
cific research interests.
First,, as discussed in Chapter III, this research 
raises a question regarding the discrepancies observed 
across the four clinical regions for symptom loadings of
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the nine contrived symptom dimensions, i.e., are these 
discrepancies due to differential characteristics of the 
treated population within clinical regions, or are they 
due to different symptom identification, diagnostic, and 
treatment modalities peculiar to the various clinics with­
in these regions? This question cannot be satisfactorily 
answered by this research, but the issue is an important 
one because of its implications for current diagnostic and 
subsequent treatment procedures. Most important, if the 
latter consideration is operative, there is a real possi­
bility that an individual could present exactly the same 
complaints to two or more clinics and these complaints 
could be differentially identified, diagnosed, and treated. 
And from the findings presented in Chapter III, these dif­
ferences between clinics are, in some cases, quite large. 
This condition does not lend much confidence to current 
psychiatric practice. It was found in Chapter III that 
once the underlying rules for symptom identification had 
been discovered, the ensuing clinical diagnosis was pre­
dictable with a fair degree of accuracy. These findings 
need to be validated by future research, but equally im­
portant, is the provision of an answer to the question:
What accounts for the inter-clinic discrepancies concern­
ing which symptoms are identified as having frequent joint 
occurrance? It is suggested by this research that future 
studies be designed to investigate current clinical pro­
cedures criteria for diagnostic evaluation, and the pro­
vision of a coordinated treatment plan.
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The above issue immediately raises the question of 
the validity of the findings from the cross-regional ana­
lysis of mental disorder and community integration pres­
ented in Chapter IV. There are three explanations which 
might account for the differences observed between clini­
cal regions in terms of the clinician’s definition and 
diagnosis of type of disorder. First, there might be gen­
uine differences between clinical regions in terms of the 
symptomology manifested by the sick population and that 
these widely divergent symptom clusters are reflected in 
the clinician's uncertainty across regions as to what the 
proper diagnosis ought to be. That is, the differential 
compositions of the nine symptom dimensions reported in 
Chapter III could reflect real differences in manifested 
symptomology and not differences in clinical practices and 
procedures. If this were the case, then the findings of 
Chapter III would pose no particular problems in terms of 
the validity of the ecological findings presented in Chap­
ter IV. It is doubtful, however, that this is really the 
case. New Hampshire is primarily a rural state. Its gen­
eral demographic characteristics across counties and even 
across communities do not vary sufficiently to expect the 
wide differences between regions observed with regard to 
the clinical findings presented in Chapter III. Although 
there is no direct evidence to rule out this possibility, 
neither is there any real evidence for expecting that the 
sick populations themselves should be symptomatically so
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different that the large differences in symptom dimensions 
observed in Chapter III across regions reflect real popula­
tion differences.
A second possibility which might account for the 
findings presented in Chapter III and which would seriously 
threaten the validity of the ecological findings of Chapter 
IV, would be that the differential symptom pattern composi­
tions and the resulting diagnostic procedures presented in 
Chapter III across the four clinical regions represent ran­
dom diagnostic processes and that clinicians are inconsis- 
tant not only across clinical regions, but that they are 
also internally inconsistant. This research has found no 
evidence to support this possibility. To the contrary, the 
findings presented in Chapter III support a third possibi­
lity which was assumed throughout this study: That, al­
though across regions there are different clinical practices, 
procedures, and orientations which are responsible for the 
observation of different symptom clusters often indicative 
of the same disorder, within regions clinicians tended to 
be reasonably consistant with respect to applying a speci­
fic set of criteria to diagnostic decisions. There has 
been, in other words, a systematic bias built into the max­
imum liklihood estimation of diagnosis from symptomology 
which assumes that clinicians within specific clinical re­
gions are internally consistant as to the criteria applied 
in making a clinical diagnosis. Further, if the composi­
tions of the nine symptom dimensions are examined across 
regions, it is noted that the largest differences occur
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with respect to dimensions composed of items related to the 
joint occurance of inter- and intra-personal symptoms. Fur­
ther, in terms of the diagnostic decisions themselves, there 
is fair agreement across clinics as to which intrapersonal 
problems are indicative of which types of disorder. The 
discrepancies most often occur over the interpersonal prob­
lems which are more controversial in terms of their role in 
diagnostic procedure. It would, of course, be most desir­
able if clinicians would consistantly apply the same criteria 
to a given diagnosis, irrespective of geographic region or 
any other intervening condition. The lack of this consensus 
certainly raises serious questions as to the validity of 
currently used diagnostic labels from both a research and 
a clinical perspective. However, in New Hampshire, there 
appears to be very real geographic differences with respect 
to clinical practice such that in any research dealing with 
standard psychiatric nomenclature and criteria on a state­
wide basis, these regional variations must be taken into 
account. I cannot at this time offer any reasonable explan­
ation as to why this regional differentiation might have 
occurred. This problem might well be the focus of future 
policy oriented research.
A second finding of this research with implications 
for future research is the statistically insignificant but 
suggestive evidence of the possible importance of condi­
tions relating to family instability for the prediction of 
the less serious but more widely incident disorders, i.e.,
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behavior disorder and transient situational disturbance. 
Chapter IV presented evidence suggesting that communities 
with high rates of unstable families tend to have more 
highly educated and transient populations and also have 
higher rates of behavior disorder and transient disturb­
ances. However, none of the other indices of integration 
were significantly related to the indices of family stab­
ility suggesting the need to find other indices which, 
when coupled with the family instability indices, would 
enable a significant prediction of these two types of dis­
order. Further, the fact that factors related to family 
disruption can be identified on a social system level as 
sufficiently stress producing to be predictive of the rate 
of mental disorder for a given community, suggests that 
conditions related to family functioning on a social psy­
chological level should be further investigated concerning 
the degree to which these factors interfere with the in­
dividual 's performance in other social groups and institu­
tions such as the school, the church, etc. In short, this 
research supports the emphasis of past research on the im­
portance of the family for a continued mental health and 
supports the contention that the family should be a con­
tinued focus for future research. The emphasis however, 
should not be exclusively on the family, but on its rela­
tion to other important social institutions within the 
community.
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The findings presented in Chapter IV provided the 
strongest evidence in support of the relevance of economic 
factors in predicting differential rates of disorder across 
communities, especially with respect to the major affective 
disorders. This finding is supportive of prior research 
but, because of the relatively large amount of variance 
left unexplained in predicting disorder in this and other 
studies, one must recognize the importance of the separate 
and combined effects of other types of environmental fac­
tors for the potential genesis of mental disorder. This 
research is based upon data which can be easily obtained 
from official data sources such as the United States census. 
It is clear that future research will have to depend less 
on these sources and more on data derived from more in- 
depth investigation of the separate communities. Possible 
future sources of data might be statistics derived from 
annual town reports, local school district reports, offi­
cial reports from local governments, especially the town 
clerk's office, reports from the local police departments 
and the local fire departments and, of course, data col­
lected from the individual residents of these communities. 
Some factors which might warrant consideration in future 
research might be the degree to which the residents of 
identifiable neighborhoods within a community are socially 
compatible such that social interaction is easily facilit­
ated, the degree of participation of residents in local 
politics and social events such as town meetings, public
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outings, meetings over special town issues, etc., town ex­
penditures for the enhancement of recreational and general 
living conditions within the community, the presence of 
overt conflict between special interest groups such as rel­
igious denominations, etc., and the amount of crime and 
juvenile delinquency. Data concerning these factors, plus 
many others which might be identified and considered impor­
tant by future researchers and theorists, are not currently 
obtainable from centralized public record keeping systems 
at the state or regional level, but might be investigated 
in future research by sampling communities and obtaining 
this information through a more concentrated data gathering 
effort.
An important contribution of this research to the 
literature concerning the prediction of the rate of mental 
disorder from ecological factors has been its use of more 
sophisticated analytical procedures which have enabled 
this research to predict the differential rates of dis­
order across communities as a function of several factors 
simultaneously. Much of the previous research has depended 
upon rather simple analyses using such procedures as rank 
correlational analysis between one ecological index at a 
time and the rate of disorder or, one or two dimensional 
cross tabulation or cross classification analysis with re­
spect to high and low disorder areas. This is a serious 
limitation to these studies because they could not assess 
the effects of several factors operating conjointly in
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predicting mental disorder. Many of the indices derivable 
from official sources or from more comprehensive data gath­
ering procedures within each community, can be considered 
interval level indices and may, therefore, be subjected to 
more powerful statistical procedures. It is hoped that 
future studies will rely on more powerful analytical pro­
cedures so that the effects of several factors related to 
mental disorder can be analyzed conjointly to determine 
their relevance for the prediction of type of disorder and 
combination of disorder.
As has been a common practice, this research has not 
utilized hospitalized cases in deriving incidence rates for 
each areal unit. Rather, the indices derived in this re­
search are based upon the caseloads of community based out­
patient clinics, a treatment orientation which more and 
more is undermining the traditional role of the hospital. 
Not only does the use of these clinics allow for the inves­
tigation of factors related to the genesis of the less 
serious types of disorder, an issue left uninvestigated 
when rates were based upon hospitalized populations, but 
these clinics present a more "relaxed" treatment environ­
ment to the patient with much less stigma and little dis­
ruption of the individual's daily life style. As such, 
prospective patients are more likely to seek the services 
of these dints on a voluntary basis, cases which would 
otherwise have been unidentified by the hospital, and 
official agencies are less reluctant to refer cases to
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the clinics for treatment. Even though the clinic can be 
expected to reach a larger percentage of the "sick" popu­
lation than the hospital, the clinics are more apt to 
treat a wider number of less serious and non-chronic con­
ditions. The more serious and chronic disorders are still 
most often treated by the hospital in most states. Further, 
many upper middle class and high income families may con­
tinue to seek treatment from private practitioners when 
available or from out of state. Given these considerations, 
the rates derived from the community mental health clinics 
cannot be considered as total incidences of disorder be­
cause these other sources of treatment have not been con­
sidered here. However, one fact is clear; the community 
mental health clinic is a rapidly expanding treatment con­
cept and may be expected to treat even larger proportions 
of the "sick" population in the future. As such, the com­
munity based clinic as a data source will become of increas­
ing importance to future research, especially in rural areas 
such as New Hampshire, where alternative treatment facil­
ities are scarce.
Finally, an important consideration left unexplored 
in this research due to lack of useable data are the changes 
in treatment modalities within and across clinics as they 
expand and develop, and the corresponding structural changes 
within communities due to expanding or contracting popula­
tions. These changes which occur over time may have marked 
effects upon the differential rates of mental disorder
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across these communities. Currently, only a few of these 
factors are monitored on a regular basis by the United 
States census and until recently, the clinics have not 
kept reliable and uniform data concerning their own oper­
ations. It is urged here that future research become more 
oriented toward longitudinal designs with a policy orien­
tation. Public officials and agencies should be encouraged 
to begin recording on a yearly basis more comprehensive 
data concerning their treatment facilities and their case­
loads. Only in this way, will it be possible to under­
stand the full process of being identified and becoming 
treated for mental disorder
Concluding Note 
This research has reported some exploratory find­
ings relating certain factors of community integration to 
the incidence of various types of mental disorder. These 
results are suggestive of possible environmental factors 
which may present a potential or propensity toward mental 
disorder for a significant proportion of the population.
An important contribution of this research has been the 
application of several multivariate and more sophisticated 
statistical procedures in an attempt to establish the 
joint contributions of several measures of community in­
tegration in predicting the incidence of various types of 
mental disorder. However, the research has certain limit­
ations which have been discussed above, the most important
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being that the incidence rates derived in this study could 
not be determined clinically because of the large number 
of unterminated cases for the fiscal year used in this 
study. A cross-check on the stability of these analytically 
derived rates must wait until the caseload for that fiscal 
year has been terminated and recovered from the suceeding 
years data file, now in preparation.
A second limitation concerns the amount of data 
available to this study indicative of community level fact­
ors related to integration. Future research plans include 
an immediate effort to obtain more detailed data concerning 
the structure and functioning of communities included in 
this study. This investigation will begin by examining 
the town reports and other related local public documents. 
This, of course is the big advantage in using as areal 
units, communities which are identifiable functional units 
at a political level.
Finally, this research has made no attempt to inves­
tigate the personal characteristics of the cases treated 
by these clinics. Future investigations of this data base 
will take these factors into account. However, since the 
emphasis of this research was solely at the social system 
level, consideration of the characteristics of the indivi­
dual case was deemed inappropriate for such a research or­
ientation. A future research concern will involve an ana­
lysis of the degree to which the patient population of 
each clinical region can be considered representative of 
the general population of that region.
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In all, it is the author's contention that, although 
this research has provided no conclusive evidence in sup­
port of a specific set of hypotheses, it has provided a 
test of some more sophisticated methodological procedures 
than has been so far offered and some exploratory findings 
which are of relevance to both past and future ecological 
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ADMISSION AND TERMINATION FORMS
Report of Admission
I. Case Number (5-10)
II. Client Name
III.Sex (11)
IV. Age at admission (12-13)
V. Problems 
Intrapersonal
14 Feels unable to cope
15 Feelings of guilt, shame, self-depreciation
16 Suicidal threats, attempts
17 Obsessions, compulsions, phobias, tics
18 Hysteria, hypochondria, other neurotic symptom
19 Psychophysiological reaction to stress
20 Hyperactivity
21 Emotional over-reaction
22 Feelings of suspicion, persecution






27 Inability to get along with people








35 Other antisocial behavior
Other
36 Mental retardation
37 Organic brain disease, cognitive or physical impair­
ment
38 Evaluation
39 Without any problem
40 Other problem (specify)
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VI. Source of Referral (41-42) (check primary one)
01 Alcoholics Anonymous
02 Attorney
03 Boarding care home
04 Clergy
05 Comp, mental health center
06 Court, correc. institution, police, probation, parole
07 Employer
08 Employment service





14 Local health department
15 Nursing home
16 0E0 program
17 Other day care center
18 Other inpatient psychiatric facility
19 Other medical or health agency
20 Other outpatient psychiatric clinic
21 Other psychological service




26 Psych day care center
27 Psychiatric service of a general hospital
28 Public mental hospital
29 Residential treatment center for children
30 School
31 Self
32 Social service agency
33 This facility
34 Training school for mental retardation or Epilepsy
35 Vocational rehabilitation 
99 Other
00 Not determined
VII.Prior Mental Health Service (43) (Yes, No, Unknown)
VIII.Admission Diagnosis (44-48) APADSM-II
IX. Admission Date (49-52) (month, year)
X. Type of Admission (53) (New admission, readmission, 
unknown)
XI. Residence (54-56) (State, County, Town)
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1 K - 8tb
2 Some high school







XIV.Number in Family (59-60)









8 $14,001 and over
9 Undetermined
XVI.Fee Charged (62-63) ($ __.00)






5 Other social agency
6 Other (specify)









I. Case Number (5-10)
II. Client Name
III. Sex (11)
IV. Age at Admission (12-13)
V. Problems (rated Improved, Same, Worse, Unknown) 
Intrapersonal
14 Feels unable to cope
15 Feelings of guilt, shame, self-depreciation
16 Suicidal threats, attempts
17 Obsessions, compulsions, phobias, tics
18 Hysteria, hypochondria, other neurotic symptom
19 Psychophysiological reaction to stress
20 Hyperactivity
21 Emotional over-reaction
22 Feelings of suspicion, persecution






27 Inability to get along with people








35 Other antisocial behavior
Other
36 Mental retardation
37 Organic brain disease, cognitive or physical impair­
ment
38 Evaluation (Unknown)
39 Without any problem (Unknown)
40 Other problem






2 Service offered not accepted
3 Other (specify)
By Agency
4 Case completed; problems decreased
5 Care needed, further benefit unlikely
6 Care needed of type not offered
7 Care needed, not available, lack staff
8 Consultation service
9 Other (specify)




03 Boarding care home
04 Clergy
05 Comp, mental health center
06 Court, correc. institution, police, probation, parole
07 Employer
08 Employment service
09 Family care home
12 General hospital
13 Halfway house
14 Local health department
15 Nursing home
16 OEO program
17 Other day care center
18 Other inpatient psychiatric facility
19 Other medical or health agency
20 Other outpatient psychiatric clinic
21 Other psychological service




26 Psych, day care center
27 Psychiatric service of a general hospital
28 Public mental hospital
29 Residential treatment center for children
30 School
32 Social service agency
33 This facility
34 Training school for mental retardation and Epilepsy
35 Vocational rehabilitation 
99 Other (specify)
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IX. Time Since Last Interview (49)
0 No time




5 Over 90 days
6 Unknown/not applicable
X. Date of Termination (50-53) month, year
XI. Type of Service (54)
0 Intake only
1 Diagnosis or evaluation only
2 Other, but not treated
3 Treatment











65 Therapy through collateral
66 Other
XIII. Months in treatment ((67-68)
XIV. Number of Outpatient Interviews with or about Patient
(69-71)
XV. Received Emergency Service (72) (yes, no, unknown)
XVI. Days on Inpatient Service (73-74)
XVII. Days in Partial Hospitalization (75-76)
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APPENDIX II
DEFINITIONS OF SYMPTOMS ON ADMISSION 
AND TERMINATION FORMS
Intrapersonal
14 Feels unable to cope: Shows that he feels life prob- 
lems are likely to bring him bad consequences which he 
cannot manage to avert, e.g., is tense, anxious, de­
pressed. has suicidal thoughts, is generally apprehen­
sive, withdrawn, afraid to attempt new things, seclu- 
sive, etc.
15 Feelings of quilt, shame, self-depreciation; Feels 
that there are lacks in himself which make him a less 
adequate or desirable person in some or all respects 
than he feels he ought to be, e.g., feels unworthy, 
has a poor self-image, is self abasive, with or with­
out the idea of sin.
16 Suicidal threats, attempts; The person actively sug- 
gests by word or deed that suicide is a possible kind 
of behavior for him. Statements such as "I would kill 
myself but I haven't the courage" or "I wish I were 
dead" belong under #14 above; but "I'm afraid I'm go­
ing to kill myself" or "I get tempted to jump into 
waterfalls" belong here. #14, 15 and 16 may often 
occur in the same person. Actions or gestures osten­
sibly suicidal, reckless driving and other forms of 
"Russian Roulette" with state indifference to live- 
or-die outcome, belong here.
17 Obsessions, compulsions, phobias, tics: Inner symbolic
meaning is assumed to underly the outward and/or con­
scious symptom, and intellectual elaboration without 
insight is expectable but not necessary; rumination, 
indecision, reaction-formation, etc., are usual.
18 Hysteria. hypochondria. other neurotic symptoms: The 
emphasis is on rather clear-cut symbolized refusal to 
cope with some life-circumstances but without aware­
ness of the attempt to escape, and ordinarily without 
detailed intellectual elaboration of own behavior; 
self-dramatizing episodes are usual.
19 Psychophysioloqical reaction to stress: Attempts to
cope wltn a life-situation incur undesireable physio­
logical consequences such as unregulatable diabetes, 
high blood pressure, and less specific conditions such
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as insomnia, being "generally run down," having cold 
hands, muscle spasms, etc.
20 Hyperactivity: The energy used is disproportionate 
to the situation, e.g., too much force is used, the 
person is "always in motion," constantly darting from 
one thing to another, etc., using physical activity 
for discharge of tension. The mood may be happy or 
angry, the aim impulsive or planned, ideation may or 
may not be flighty, and there may or may not be an 
underlying organic contribution.
21 Emotional over-reaction: Emotional expression seems 
disproportionate in amount and/or quickness of arousal, 
with emotional overflow as an avenue of discharge of 
tension, e.g., hot temper, crying jags, uncontrollable 
giggling, over-sensitivity, getting "all worked up" 
over trivia, etc. The emotional liability of organ- 
icity would be included here also.
22 Feelings of suspicion, persecution; The person mis­
trusts appearances, feeling that the underlying "truth'* 
is bound to be against his interests. Included is the 
cultural isolate who feels social rejection or oppres­
sion by "the authorities" as well as the person who 
selectively perceives animosity directed toward him 
and/or feels a bitter sense of being wronged.
23 Bizzare action, disorganized thought, delusions, hall­
ucinations ; The behavior and/or thinking of the per­
son is so far beyond the usual as to raise the suspicion 
of psychosis. Usually there is some denial of factual 
reality, without reconcilliation of contradiction even 
when its strangeness is recognized. Conditions known
to be transient, such as delerium tremens or hallucin­
ations, with high fever, could not be included.
Interpersonal
24 Family functioning: Interactions among family members
are such that thefamily functions poorly as a social 
system. Lack of communication, disorganization, fric­
tion, poor distribution of family roles, supplies, 
authority, etc., undermine the possibilities for good 
family functioning for all or most members.
25 Parent-child problem; The primary difficulty lies be- 
tween generations; in-law and adult dependency rela­
tionships are included as well as problems of parenting 
for younger children; while other family members may
be affected, solving the parent-child situation would 
leave the family basically adequate.
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26 Marital problem; The relationship between the married 
couple is unsatisfactory to one or both. Sexual func­
tion, infidelity, role-expectations, etc., might be 
involved; as in #25, solving the marital problem would 
leave the family with basically adequate functioning. 
Couples with a marital-like relationship problem, 
though unmarried, would be included here.
27 Inability to get along with people: Interactions are 
unsatisfactory because the person has a "difficult" 
personality, being against authority, dominating, 
selfish, self-absorbed, jealous, vindictive, over­
clinging, or has some other personal trait which or­
dinarily leads to friction and/or social rejection.
The person may or may not have insight into this.
28 No friends, poor socialization, over-shy: The person
^ails to establish interpersonal relations through 
shyness, cultural deviance, lack of skill at social 
approach, preference for non-attachment, etc. It is 
not, as in #27, that rejection grows out of a person­
ality trait, and in other daily life areas of func­
tioning the person may not be withdrawn.
Social
29 School achievement; Current school progress and/or 
satisfaction in school is not up to expectation and 
this is causing concern to the student, directly or 
indirectly; the cause may be school-connected or sec­
ondary to some other life-circumstances. However, 
misbehavior in the school setting not causally related 
to school achievement or satisfaction, and occuring
in other settings as well, would not be included.
30 Vocational adjustment; The description for school 
achievement would apply here, with work output and 
job satisfaction being the focus of concern.
31 Sex: In some respect sex is causing concern quite 
apart from a marital relation and/or in addition to 
#26; e.g., frigidity, homosexuality, might be problems 
both in and beyond the marriage. Precocious sex, in­
cest, illegitimate conceiving, are included if these 
cause the person concern.
32 Alcohol: In some respect, use of alcohol is causing 
concern, from beer-drinking to alcoholic deterioration 
as an organic process.
33 Drugs: In some respect use of drugs is causing con­
cern, whether it is reliance on sleeping pills, trouble 
over use of marijuana, glue-sniffing, heroin-addiction, 
peddling LSD or the like.
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34 Physical violence; There is active indication by word 
or deed that dangerous, cruel, injury-causing behavior 
is possible, e.g., wife-beating, vicious fighting, 
physical bullying, temptation to murder, torture of 
animals, battering a baby, etc., whether or not the 
person "knows that he is doing" at the time. Rape 
would involve #31 also.
35 Other antisocial behavior: The person does something
against the public welfare and/or the law with mental 
health implications; included are such social depreda­
tions as stealing, fraud, vandalism, firesetting, as 
well as such miscellaneous social disruptions as des­
ertion, usurping the family money, ringing fire alarms, 
inciting riots, harboring criminals, etc., which are 
felt to be a problem for the person, in mental health 
terms.
APPENDIX III. TABLE A . MEMBERSHIP WITHIN CLUSTER ONE AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
LITTLETON (525), LACONIA (107), DOVER (902)
CLUSTER MEMBERS
CLAREMONT (003), JAFFERY (308), KEENE (309), 
MARLBORO (310), NEWPORT (010), SUNAPEE (013), 
SWANZY (319), BERLIN (403), GORHAM (4l6), 
HAVERHILL (5l8), LEBANON (522), GROVETON (424), 
WHITEFIELD (436), GOFFSTOWN (608),HILLSBOROUGH 
(612), MANCHESTER (617), MILFORD (620), NASHUA 
(622), ALTON (101), CONCORD (708), FRANKLIN 
(712), HOOKSET (715), LACONIA (107), PEMBROKE 
(721), PITTSFIELD (722), TILTON (ill), EXETER 
(8ll), NEWMARKET (823), ROCHESTER (910), 
ROLLINGSFORD (911), SOMERSWORTH (912)
-1.FAMILY INSTABILITY 0.25 123.20
■ -2.MARITAL INSTABILITY -0.25 97.70
-3.WORKING MOTHER 0.11 935.30
-4.POPULATION CHANGE -0.03 1.16
■ -5.FOREIGN BORN 0.03 232.50
-6.NATIVE BORN -0.13 623.60
-7.HOUSING STABILITY -0.25 522.40
-8.UNEMPLOYMENT -0.08 28.70
-9.OCCUPATION RATIO -0.02 597.10
-10.FAMILY ECONOMIC WELFARE -0.16 16.70
-11.FAMILY POVERTY -0.19 49.10
-12.COMMUNITY SUPPORT 0.22 26.30
-13.grammar SCHOOL -0.15 276.10
-14.HIGH SCHOOL -0.04 344.80
-15.COLLEGE EDUCATION -0.05 189.90
-16.CHILD WELFARE 0.10 78.90
-17.FERTILITY ' -0.29 399-00
* These values are average weights derived from the distance analysis of the factor score matrix derived 
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
N = 33
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APPENDIX III. TABLE B. MEMBERSHIP WITHIN CLUSTER TWO AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN








PELHAM (625), SALEM (832), WINDHAM (837) -1.FAMILY INSTABILITY 0.03 71.11
-------------:------------------------------ -2.MARITAL INSTABILITY 0.29 67.*tO
CLUSTER MEMBERS -3.WORKING MOTHER ’ -0.*f7 680.57
-*f.P0PULATI0N CHANGE -0.62 7.12
AMHERST (601), HUDSON (6l*f), LITCHFIELD (615), -5.FOREIGN BORN 0.?k 208.55
MERRIMACK (619), PELHAM (625), ADKINSON (801), -6.NATIVE BORN 0.61 336.93
DERRY (808), HAMPSTEAD (81*0, KINGSTON (8l8), -7.HOUSING STABILITY 0.20 *t3*f.3**
LONDONDERRY (819), PLAISTOW (828), SALEM (832), -8.UNEMPLOYMENT 0.08 27.91
WINDHAM (837) -9.OCCUPATION RATIO 0.09 *f29.37
-10.FAMILY ECONOMIC WELFARE 0.16 9-51
-11.FAMILY POVERTY 0.35 3*f.91
-12.COMMUNITY SUPPORT -0.07 20.69
-13.GRAMMAR SCHOOL 0.06 168.73
-l*f.HIGH SCHOOL 0.28 37^.09
-15.COLLEGE EDUCATION o.oh 281.70
-16.CHILD WELFARE -0.11 5*t>ll
-17.FERTILITY 0.50 **99.06
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices. 
** All raw index averages are in terms of 1,000 population.
N = 13
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APPENDIX III. TABLE C. MEMBERSHIP WITHIN CLUSTER THREE AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL’ RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
HOLLIS (613), HAMPTON (815), RYE (831) -1.FAMILY INSTABILITY - 0 A 5 123.6*1
- -2.MARITAL INSTABILITY -0.06 85.19
CLUSTER MEMBERS -3.WORKING MOTHER -0.53 651.53
- -*1.POPULATION CHANGE 0.36 3.07
CONWAY (205), WOLFEBORO (218), HOLLIS (6l3), -5.FOREIGN BORN 0.32 151.33
PETERBOROUGH ('626), HOPKINTON (716), MERIDITH -6.NATIVE BORN -0.16 ¥»9.72
(108), GREENLAND (813), HAMPTON (8l5), -7.HOUSING STABILITY -0.07 506.08
HAMPTON FALLS (8l£), NORTH HAMPTON (825), RYE -8.UNEMPLOYMENT -0.20 23.26
(831), STRATHAM (836) -9.OCCUPATION RATIO 0.29 *102.83
-10.FAMILY ECONOMIC WELFARE -0.32 18.28
-11.FAMILY POVERTY 0.62 *10. *12
-12.COMMUNITY SUPPORT -0.13 27.50
-13.GRAMMAR SCHOOL 0.32 120.63
-1*1. HIGH SCHOOL 0.26 37^.35
-15.COLLEGE EDUCATION 0.29 353.33
-16.CHILD WELFARE -0.19 85.0*1
-17.FERTILITY 0.*l7 *f*f5.32
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
APPENDIX III. TABLE D. MEMBERSHIP WITHIN CLUSTER FOUR AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
CHARLESTOWN (002), FREMONT (812), SEABROOK (83*+) -1.FAMILY INSTABILITY 0.07 208.10
----- -2.MARITAL INSTABILITY -0.57 107.50
CLUSTER MEMBERS -3.WORKING MOTHER 0.00 895.^9
----- -*f.POPULATION CHANGE 0.01 2.81
CHARLESTOWN (002), CHESTERFIELD (302), -5.FOREIGN BORN 0.31 137.9*+
HINSDALE (307), WINCHESTER (323),FREMONT -6.NATIVE BORN -0.27 *+07.27
(812), NEWTON (82*0, SEABROOK (832) -7.HOUSING STABILITY -0.0k 506.03
-8.UNEMPLOYMENT 0.23 21.81
-9.OCCUPATION RATIO 0.17 883.9*+
-10.FAMILY ECONOMIC WELFARE -0.38 11.91
-11.FAMILY POVERTY O.k? *+2.l6
-12.COMMUNITY SUPPORT -0.*+3 25.86
-13.GRAMMAR SCHOOL -0.70 270.76
-1*+.HIGH SCHOOL 0.88 3*+2.*+0
-15.C0LLEGE EDUCATION 0.27 156.93
-16.CHILD WELFARE -0.15 7*+.77
-17.FERTILITY 0.11 **81.29
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
APPENDIX III. TABLE E. MEMBERSHIP WITHIN CLUSTER FIVE AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A 
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
BEDFORD (603), GILFORD (105), LEE (905) -1.FAMILY INSTABILITY -0.11 58.69
-- -2.MARITAL INSTABILITY -0.3*+ 81.39
CLUSTER MEMBERS -3.WORKING MOTHER . 0.13 608.30
-- -*+.POPULATION CHANGE 0.29 *<••75
BEDFORD ( 603), BOW (70*+), EPSOM (711), -5.FOREIGN BORN 0.07 199. *<8
GILFORD (105), AUBURN (802), LEE (905) -6.NATIVE BORN -0.27 636.02
-7.HOUSING STABILITY -0.0*+ *+69.10
-8.UNEMPLOYMENT -0.08 25.87
-9.OCCUPATION RATIO 0.20 *+18.75
-10.FAMILY ECONOMIC WELFARE -0.26 9-73
-11.FAMILY POVERTY 0.18 21.60
-12.COMMUNITY SUPPORT -0.28 6.53
-13.GRAMMAR'SCHOOL -0.55 170.72
-1*+.HIGH SCHOOL 0.5*+ 396.68
-15.COLLEGE EDUCATION 0.19 281.03
-16.CHILD WELFARE 0.06 20. *+3
-17.FERTILITY 0.0*+ *<■69.93
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population,
N = 6
APPENDIX III. TABLE F. MEMBERSHIP WITHIN CLUSTER SIX AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A 
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
WEARE (629), EPPING (8l0), FARMINGTON (90*0 -1.FAMILY INSTABILITY -0.15 80.9**
-2.MARITAL INSTABILITY -0.05 98.07
CLUSTER MEMBERS -3.W0RKING MOTHER 0.57 875.0*f
-^.POPULATION CHANGE 0.35 1.95
ASHLAND (502), CANAAN (509), WEARE (629), -5.FOREIGN BORN 0.32 153.3**
BELMONT (103), EPPING (810), FARMINGTON -6.NATIVE BORN -0.03 639.7^
(90*0, MILTON (908) -7.HOUSING STABILITY 0.10 **82.80
-8.UNEMPLOYMENT 0.13 21.97
-9.OCCUPATION RATIO -0.08 822.67
-10.FAMILY ECONOMIC WELFARE -0.**0 28.79
-11.FAMILY POVERTY -0.*f2 57.^9
-12.COMMUNITY SUPPORT 0.15 2**. 9**
-13.GRAMMAR SCHOOL -0.16 270.76
-1**.HIGH SCHOOL 0.58 3**0.83
-15.COLLEGE EDUCATION -0.06 172.20
-16.CHILD WELFARE -0.21 78.67
-17.FERTILITY 0.05 389.00
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
APPENDIX III. TABLE G. MEMBERSHIP WITHIN CLUSTER SEVEN AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
PLAINFIELD (Oil), OSSIPEE (213), LOUDON (717) -1.FAMILY INSTABILITY -0.19 115.10
■ -2.MARITAL INSTABILITY -0.09 100.97
CLUSTER MEMBERS -3.WORKING MOTHER « -0.12 543.40
• -^.POPULATION CHANGE 0.06 2.71
PLAINFIELD (Oil), OSSIPEE (213), LOUDON (717), -5.FOREIGN BORN -0.21 107-97
WARNER (725) -6.NATIVE BORN 0.50 615.92
-7.HOUSING STABILITY 0.52 598.13
-8.UNEMPLOYMENT -0.08 38.95
-9.OCCUPATION RATIO -0.11 442.25
-10.FAMILY ECONOMIC WELFARE -0.41 10.83
-11.FAMILY POVERTY 0.34 56.53
-12.COMMUNITY SUPPORT -0.54 37.83
-13.GRAMMAR SCHOOL 0.13 227.85
-14.HIGH SCHOOL 0.33 381.05
-15-COLLEGE EDUCATION -0.15 227.43
-16.CHILD WELFARE -0.18 108.4o
-17.FERTILITY -0.04 422.83
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
N = 4
APPENDIX III. TABLE H. MEMBERSHIP WITHIN CLUSTER EIGHT AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN








ENFIELD (513),NORTHFIELD (720), RAYMOND (830) -1.FAMILY INSTABILITY -0,33 128.15
-2.MARITAL INSTABILITY -0.15 109.45
CLUSTER MEMBERS -3.W0RKING MOTHER -0.24 893.88
-4.POPULATION CHANGE 0.68 3.74
ENFIELD (513),NORTHFIELD (720), RAYMOND (830) -5.FOREIGN BORN -0.27 148.85
BARRINGTON (901) -6.NATIVE BORN 0.42 618.95
-7.HOUSING STABILITY 0.52 447.85
-8.UNEMPLOYMENT -0.51 65.65
-9.OCCUPATION RATIO -0.04 859.73
-10.FAMILY ECONOMIC WELFARE -0.06 16.98
-11.FAMILY POVERTY 0.65 56.73
-12.COMMUNITY SUPPORT -0.16 29.45
-13.GRAMMAR SCHOOL -0.35 255.45
-14.HIGH SCHOOL 0.17 357.68
-15.COLLEGE EDUCATION 0.45 192.95
-16.CHILD WELFARE -0.08 80.13
-17.FERTILITY 0.06 429.60
* These values are average weights derived from the distance analysis of the factor score matrix derived 
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
APPENDIX III. TABLE I. MEMBERSHIP WITHIN CLUSTER NINE AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO'A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
WALPOLE (321), WILTON (630), CANDIA (804) -1.FAMILY INSTABILITY 0.03 88.75
-2.MARITAL INSTABILITY 0.29 61.60
CLUSTER MEMBERS -3.WORKING MOTHER -0.47 709.03
-4.POPULATION CHANGE -0.62 1.56
WALPOLE (321), WILTON (630), CANDIA (8o4) -5.FOREIGN BORN 0.74 274.70
-6.NATIVE BORN 0.6l 569.30
-7.HOUSING STABILITY 0.20 623.90
-8.UNEMPLOYMENT 0.08 12.97
-9.OCCUPATION RATIO 0.09 642.20
-10.FAMILY ECONOMIC WELFARE 0.16 12.97
-11.FAMILY POVERTY 0.35 38.13
-12.COMMUNITY SUPPORT -0.07 20.53
-13.GRAMMAR SCHOOL 0.06 190.53
-l4. HIGH SCHOOL 0.28 342.03
-15.COLLEGE EDUCATION 0.04 287.73
-16.CHILD WELFARE -0.46 79.23
-17.FERTILITY -0.02 4l8.60
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
APPENDIX III. TABLE J. MEMBERSHIP WITHIN CLUSTER TEN AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
FITZWILLIAM (304), ANTRIM (602),HENNIKER (713) -1.FAMILY INSTABILITY -0.15 114.13
---------------------------------- :-----------  -2.MARITAL INSTABILITY 0.07 43.93
CLUSTER MEMBERS -3.WORKING MOTHER 0.23 858.77
---------------------- ;-----------------------  -4.POPULATION CHANGE 0.87 5.02
FITZWILLIAM (30*0, ANTRIM (602),HENNIKER (713) -5-FOREIGN BORN 0.20 165.70
-6.NATIVE BORN -0.08 421.17
-7.HOUSING STABILITY -0.27 471.83
-8.UNEMPLOYMENT 0.15 36.57
-9-OCCUPATION RATIO 0.25 781.70
-10.FAMILY ECONOMIC WELFARE -0.38 4.50
-11.FAMILY POVERTY -0.42 60.20
-12.COMMUNITY SUPPORT -0.21 27.33
-13.GRAMMAR SCHOOL 0.63 198.70
-14.HIGH SCHOOL -0.31 343.77
-15.COLLEGE EDUCATION 0.19 258.23
-16.CHILD WELFARE -0.11 72.87
-17.FERTILITY 0.50 285.73
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
APPENDIX III. TABLE K. MEMBERSHIP WITHIN CLUSTER ELEVEN AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
LANCASTER (420), WAKEFIELD (217) NEW -1.FAMILY INSTABILITY -1.13 160.87
IPSWICH (62*0 -2.MARITAL INSTABILITY 0.36 89.83
-3.WORKING MOTHER -0.56 *t63.87
CLUSTER MEMBERS -4. POPULATION CHANGE 0.35 1.24
-5.FOREIGN BORN 0.03 183.90
LANCASTER (420), WAKEFIELD (217), NEW -6.NATIVE BORN -0.25 558.83
IPSWICH (62*0 -7.HOUSING STABILITY 0.37 528.17
-8.UNEMPLOYMENT 0.22 28.07
-9.OCCUPATION RATIO 0.38 649.07
-10.FAMILY ECONOMIC WELFARE 0.28 28.87
-11.FAMILY POVERTY -0.12 81.90
-12.COMMUNITY SUPPORT 0.06 43.30
-13.GRAMMAR SCHOOL 0.21 280.30
-14.HIGH SCHOOL -0.40 391.07
-15.COLLEGE EDUCATION 0.19 183.80
-16.CHILD WELFARE - 0.26 ll4.8o
-17.FERTILITY -0.01 568.83
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
N = 3 169
APPENDIX III. TABLE L. MEMBERSHIP WITHIN CLUSTER TWELVE AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES'
CLUSTER NUCLEUS VARIABLE TRANSFORM*
BRENTWOOD (803), CHESTER (805),PORTSMOUTH (829) -1.FAMILY INSTABILITY 





CLUSTER MEMBERS -3.WORKING MOTHER 





BRENTWOOD (803), CHESTER (805), PORTSMOUTH (829) -5.FOREIGN BORN 0.32 174.80
-6.NATIVE BORN 0.00 409.83
-7.HOUSING STABILITY 0.57 446.50
-8.UNEMPLOYMENT -0.18 45.80
-9.OCCUPATION RATIO 0.71 428.77
-10.FAMILY ECONOMIC WELFARE 0.06 7.67
-11.FAMILY POVERTY 0.8k 54.77
-12.COMMUNITY SUPPORT -0.25 35.90
-13.GRAMMAR SCHOOL 0.k9 152.07
-14.HIGH SCHOOL -0.08 410.37
-15.COLLEGE EDUCATION 0.25 262.27
-16.CHILD WELFARE -0.17 103.63
-17.FERTILITY 0.36 474.17
* These values are average weights derived from the distance analysis of the factor score matrix derived 
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
N = 3 '
APPENDIX III. TABLE M. MEMBERSHIP WITHIN CLUSTER THIRTEEN AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS VARIABLE TRANSFORM*
HANOVER (517), NEW LONDON (719), DURHAM (903) -1.FAMILY INSTABILITY -0.93 112.20
-2.MARITAL INSTABILITY 0.27 66.53
CLUSTER MEMBERS -3.WORKING MOTHER -0.36 767.03
-if. POPULATION CHANGE 0.37 2.92
HANOVER (517), NEW LONDON (719), DURHAM (903) -5.FOREIGN BORN 0.16 175.13
-6.NATIVE BORN 0.11 278.53
-7.HOUSING STABILITY 0.59 292.63
-8.UNEMPLOYMENT 0.13 42.03
-9.OCCUPATION RATIO 0.40 325.03
-10.FAMILY ECONOMIC WELFARE 0.51 8.00
-11.FAMILY POVERTY -0.42 33.70
-12.COMMUNITY SUPPORT 0.07 23.50
-13.GRAMMAR SCHOOL 0.70 57.67
-14.HIGH SCHOOL -0.45 214.73
-15.COLLEGE EDUCATION -0.30 661.23
-16.CHILD WELFARE 0.33 30.71
-
-17.FERTILITY 0.37 182.97
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
N = 3
171
APPENDIX III. TABLE N. MEMBERSHIP WITHIN CLUSTER FOURTEEN AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC '
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES**
CLUSTER NUCLEUS - VARIABLE - TRANSFORM*
BRISTOL (509), PLYMOUTH (533), ANDOVER (702) -1.FAMILY INSTABILITY -0.46 169.33
-2.MARITAL INSTABILITY 0.o4 107.53
CLUSTER MEMBERS -3.WORKING MOTHER -0.20 1246.40
-4.POPULATION CHANGE 0.62 2.31
BRISTOL (509), PLYMOUTH (533), ANDOVER (702) -5.FOREIGN BORN -0.11 145.67
-6.NATIVE BORN 0.05 626.23
-7.HOUSING STABILITY o.o4 465.83
-8.UNEMPLOYMENT -0.38 25.30
-9.OCCUPATION RATIO I.02 652.67
-10.FAMILY ECONOMIC WELFARE 0.22 26.93
-11.FAMILY POVERTY -0.19 69.40
-12.COMMUNITY SUPPORT 0.27 31.20
-13.GRAMMAR SCHOOL 0.19 232.80
-14.HIGH SCHOOL -0.91 325.80
-15.COLLEGE EDUCATION -0.06 268.70
-16.CHILD WELFARE 0.08 120.40
-17.FERTILITY -0.02 299.37
* These values are average weights derived from.the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
APPENDIX III. TABLE 0. MEMBERSHIP WITHIN CLUSTER FIFTEEN AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN
CENSUS INDICES FOR RAW SCORES AND ORTHOGONALLY TRANSFORMED SCORES RESCALED TO A
COMMON METRIC
MEAN VECTOR MEAN VECTOR
ORTHOGONAL RAW INDICES*♦
CLUSTER NUCLEUS VARIABLE TRANSFORM*
GREENVILLE (6l0), ALLENSTOWN (701), -1.FAMILY INSTABILITY -0.65 71.03
BOSCAWEN (703) -2.MARITAL INSTABILITY 0.22 98.87
-3.WORKING MOTHER -0.41 918.90
CLUSTER MEMBERS -4.POPULATION CHANGE 0.19 3.10
-5.FOREIGN BORN -0.02 261.37
GREENVILLE (6lO), ALLENSTOWN (701), -6.NATIVE BORN -0.13 660.00
BOSCAWEN (703) -7.HOUSING STABILITY 0.00 498.43
-8.UNEMPLOYMENT -0.10 31.23
-9.OCCUPATION RATIO 0.54 738.53
-10.FAMILY ECONOMIC WELFARE 0.14 l4.8o
-11.FAMILY POVERTY 0.56 34.53
-12.COMMUNITY SUPPORT -0.13 18.77
-13.GRAMMAR SCHOOL 0.63 430.13
-14.KEGH SCHOOL -0.8l 273.73
-15.COLLEGE EDUCATION 0.04 127.10
-16.CHILD WELFARE -0.31 73.17
-17 c FERTILITY 0.07 536.90
* These values are average weights derived from the distance analysis of the factor score matrix derived 
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
APPENDIX III. TABLE P. MEMBERSHIP IN CLUSTER SIXTEEN AND THE AVERAGE VALUES GIVEN TO EACH OF SEVENTEEN








MOULTONBOROUGH (212), NEW BOSTON (623) -1.FAMILY INSTABILITY -0.66 12.93
DEERFIELD (807) -2.MARITAL INSTABILITY 0.5^ 47.87
-3.WORKING MOTHER -0.70 if 82.63
CLUSTER MEMBERS -if.POPULATION CHANGE 0.13 if. 51
-3.FOREIGN BORN 0.50 133.10
MOULTONBOROUGH (212), NEW BOSTON (623), -6.NATIVE BORN 0.27 522.57
DEERFIELD (80?) -7.HOUSING STABILITY 0.53 if50.27
-8.UNEMPLOYMENT 0.3^ 67.^7
-9.OCCUPATION RATIO 0.63 600.73
-10.FAMILY ECONOMIC WELFARE 0.33 0.00
-11.FAMILY POVERTY -0.05 ifif.03
-12.COMMUNITY SUPPORT -0.58 29.17
-13.GRAMMAR SCHOOL O.ifif 187.73
-lif.HIGH SCHOOL 0.3^ 339.27
-15.COLLEGE EDUCATION 0.56 292.23
-16.CHILD WELFARE -0.51 72.53
-17.FERTILITY 0.36 66O.63
* These values are average weights derived from the distance analysis of the factor score matrix derived
from a principle component analysis of the raw census indices.
** All raw index averages are in terms of 1,000 population.
N = 3
174
APPENDIX III. TABLE Q. RAW SCORE WEIGHTS OF TOWNS WHICH FAIL TO MEET THE CLUSTER CRITERIA AND HAVE BEEN


















1.FAMILY INSTAB. 317-1 100.0 205.8 72.0 28.2 106.9 110.5 80.0
2.MARITAL INSTAB. 92.3 82.7 118.6 104.3 4l.O 143.8 65.O 56.8
3.WORKING MOTHER 598.1 1052.0 690.8 448.1 495.2 1619.1 831.7 474.2
4.P0P. change' 1.37 8.38 1.70 -1.31 .88 -1.89 3.84 3.89
5.FOREIGN BORN 138.0 135.2 214.2 296.8 383.3 103.6 174.2 143.5
6.NATIVE BORN 592.3 359.1 615.9 706.8 533.2 583.9 415.3 430.5
7.HOUSING STAB. 498.4 331.0 338.0 611.8 413.9 497.9 418.5 426.0
8.UNEMPLOYMENT 11.7 15.6 0.0 49.4 17.9 25.1 0.0 65.8
9.OCCUPATION RATIO 1012.9 219.9 1066.4 731.7 1257.4 1053.8 250.0 551.6
10.FAM. ECON. WEL. 7.9 30.2 9.0 24.1 9.2 0.0 56.3 0.0
11.FAMILY POVERTY 51.4 47.6 103.9 153.0 42.2 96.2 63.9 52.6
12.COMMON. SUPPORT 9.9 28.6 78.3 86.4 29.4 45.7 51.2 8.5
13.GRAMMAR SCHOOL 323.7 243.7 118.6 344.5 351.3 329.3 101.4 163.7
14.HIGH SCHOOL 280.6 293.2 286.5 306.7 304.0 305.3 295.5 413.7
15.COLLEGE ED. 220.1 289.3 118.7 209.6 122.4 163.0 309.3 317.0
16.CHILD WELFARE 94.9 106.1 249.6 187.7 73.2 343.1 73.5 0.0
17.FERTILITY 326.3 160.0 947.1 460.3 564.4 285.2 432.3 346.5
* These are towns which do not fit in any cluster nor merge with any other town to form a new cluster nucleus 
and therefore have been rejected by the clustering procedure used here and placed in this residual manner. 
It should be noted therefore, that these towns cannot be said to form a homogenous cluster by any criteria.
